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New Mexico Medical Society Meeting, Taos 
June 12 to 14, 1929 


GENERAL PROGRAM 


Wednesday, June 12 
MORNING SESSION 


Meeting of Council. 
Meeting of House of Delegates. 
Opening Session 
Call to order by the President, 
Dr. T. P. Martin, Taos. 
Invocation. 
Address of Welcome— 
Rev. Milton Spotto. 
Response— 
Dr. W. T. Joyner, Roswell. 
Introduction of / President-Elect, 
Dr. F. H. Crail, Las Vegas. 
President’s Address— 
“Some Problems that Confront Practition- 
ers in New Mexico.” 
Scientific Session. 
“Endocervicitis,” Dr. Wm. P. McCrossin, 
Colorado Spirngs, Colo. 
Luncheon. 


AFTERNOON SESSION. 


“Chancroids; Their Specific Treatment,” 
Dr. Leon Rosenwald, Kansas City, Mo. 

“The End Results of Prostatectomy,” 
Dr. Wm. M. Spitzer, Denver, Colo. 

“Polycystic Kidney,” Dr. Kelvin D. Lynch, 
El Paso, Texas. 


Thursday, June 13 
MORNING SESSION 


Meeting of Council. 
Meeting of House of Delegates. 


SCIENTIFIC SESSION 


“The Management of the Different Types 
of Goitre.” Dr. W. F. Sistrunk, 
Mayo Clinic, Rochester, Minn. 
“Hodgkins Disease, with Case Report.” 
Dr. Carl F. Mulky, Albuquerque. 
“Fungus Infection with Special Reference to 
the Lungs.” Dr. W. Warner Watkins, 
Phoenix, Arizona. 
Luncheon. 


AFTERNOON SESSION. 


“Surgery of Pulmonary Tuberculosis.” 

Dr. Casper F. Hegner, Denver, Colo. 
“Endocrine Factors in Nervous and Mental 

Illnesses,” Dr. Carl A. Meniger, 

Topeka, Kans. 

EVENING. 
Dinner-Dance at San Geronimo Lodge. 
Friday, June 14. 
MORNING SESSION 


Meeting of House of Delegates. 
Election of Officers. 


SCIENTIFIC SESSION 


“Technique and Indications for Use of Duv- 
denal Tube in Surgery.” 
Drs. W. L. and C. P. Brown, El Paso, Texas 
(Subject to be announced.) 
Dr. Frank C. Goodwin, El Paso, Texas. 
“The Management of Heart Failure and 
Dropsy.” Dr. G. Werley, El Paso, Texas. 
Luncheon. 


AFTERNOON SESSION. 


(Subject to be announced). 
Dr. H. A. LaMoure, Woodcroft Hospital, 
Pueblo, Colo. 

“Cerebro-Spinal Meningitis, with Two Case 
Reports.” Dr. M. P. Beem, Albuquerque. 


GENERAL SESSION. 


Report of House of Delegates. 
Resolutions. 

Good of Profession. 
Adjournment. 


GENERAL INFORMATION. 


OFFICERS OF THE SOCIETY. 


President: Dr. T. P. Martin, Taos. 
President-Elect: Dr. F. H. Crail, Las Vegas. 
Vice-President: Dr. J. C. Kisner, Clayton. 
Secretary-Treasurer: Dr. L. B. Cohenour, Albu- 
querque. 
Councilors: Dr. Carl 
years). 
Dr. Dwight Allison, Las Cruces, (three 
years). 
Dr. W. T. Joyner, Roswell (two years). 
Dr. H. A. Miller, Clovis (two years). 
Dr. W. E. Kaser, Las Vegas (one 
year). 
Dr. R. O. Brown, Santa Fe (one year). 


Mulky, Albuquerque, (three 


Hotel headquarters will be at the San Geronimo 
Lodge. Room reservations can be made direct, or 
by communication with Dr. T. P. Martin, Taos. 


Sessions of the Society will be held in the Mon- 
tener Theatre. 


The visiting ladies will be entertained by auto 
trips to Taos Pueblo and visits to studios of artists. 


Taos is the largest and most famous of the In- 
dian pueblos, and there is a large resident artist 
colony here. It is reached from the north over the 
Santa Fe Trail auto route which passes through 
Raton and then the Cimarron canyon,—a very beau- 
tiful scenic route. From the south and west it is 
best reached via Santa Fe. Visitors should allow 
time for visiting the interesting and _ historical 
scenes around Taos and Santa Fe, which annually 
attract thousands of tourists, who do not have the 
added incentive of a medical meeting. 
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DR. HUGH CROUSE 


Dr. Hugh Crouse, 59 years of age, died 
at the family residence, 1101 North Mesa 
Avenue, E] Paso, Texas, at 6 a.m. Aprii 20, 
1929. He had been confined to his bed for 
more than a year with paralysis but remain- 
ed conscious until the end. Members of the 
family and a few close friends were at the 
bedside when he passed away. The day be- 
fore his death he was visited by his friend 
Dr. William J. Mayo, of Rochester, Minn. 
Last July, Dr. Walter Dandy, of Johns Hop- 
kins Hospital, made a special visit to El 
Paso to see Dr. Crouse, with an idea of ren- 
dering surgical aid if possible. 





Dr. Crouse was born at Ossian, Ind., Sep- 
tember 22, 1869, being the son of a country 
doctor. He was educated at Wabash Col- 
lege, Crawfordsville, Ind., and received his 
M. D. degree from the University of Indiana 
in 1892. He was a Phi Kappa Psi. While he 
was still a youth, his father died and he 
was forced to make his own way through 
college. This he did by acting as a reporter 
on a daily paper. A year after receiving his 
degree, he located at Rockport, Texas, re- 
maining there until 1897, when he moved to 
Victoria, Texas. At Victoria, where he re- 
mained until 1903, he conducted a private 
hospital with great success and entered 
whole heartedly into the life of the commun- 
ity. Malaria was prevalent there at that 
time and he used to carry with him on his 
visits, a microscope and other anparatus 
necessary to make a bedside examination 
for malaria. The microscope he carried was 
an imported one of very fine make and high- 
est quality, and he placed it in the labora- 
tory that he established in El Paso Jater, 
but it was so badly worn that the stand 
was unsatisfactory for further work. He 
also gave away an amputating knife which 
he used to carry under his coat when he 
went to make night calls. From his stories 
of those times, he passed through many 
thrilling and interesting experiences while 
there. While at Victoria, he did his noted 
work on poisonous snakes and spiders of 
Texas. He was also interested in improving 
health conditions and Dr. L. O. Howard, En- 
tomologist, U. S. Agriculture Department, 
and Dr. Stiles of the U. S. Public Health 
Service, studied there and aided him in car- 
rying on a campaign against flies and mos- 
quitoes. Dr. Howard recognized in Dr. 
Crouse at that time a very promising young 
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physician and was helping him with plans 
to go east for special study leading into re- 
search work. In 1903, however, his health 
gave way and all plans had to be ahandoned. 

At such a critical period as this, when his 
most cherished ideas had to be cast aside, 
he left a most promising field and came to 
El Paso, a very despondent and discouraged 
man. Nevertheless, he regained his health 
and again entered work with his usual en- 
thusiasm, soon winning for himself a name 
among his profession, both at home and 
throughout the country, that any physician 
would be proud to have. He carried on the 
studies and investigations that he had plan- 
ned as best he could and added several new 
operations and modifications to surgical tech- 
nic. Of these might be mentioned: Win- 
dowing and rubber damming of plaster casts 
for compound fractures (recorded in Keene’s 
Surgery); individual enucleation vs. mass 
removal of fibroids; the use of falsiform 
ligament in correcting gastroptosis; triangle 
of Petit route in kidney surgery; individual 
x-ray demonstration of the duodenum; spe- 
cial technic for handling uterine procidentia; 
Crouse positon for proctoscopic examina- 
tions; technic for dealing with seminal vesi- 
cle; improved cholecystectomy; new method 
for operating on Steno’s duct. 

Dr. Crouse did a large amount of original 
nvestigation and published many articles on 
his findings. Among these are: Poisenous 
Snakes and Spiders of Texas 1902; Mam- 
mary Substance in Uterine Fibroids 1902; 
Retention Cysts of Cowper’s Duct, 1911; 
D‘agnosis of Incomplete Inguinal Hernia in 
Children, 1904; Thrombi and Emboli, Post- 
surgical Importance, 1909; Tumors and Re- 
tention Cysts of the Appendix, 1910; Chronic 
Duodenal Dilatation, its Concomitant and 
Sequential Pathology, 1920; Post-operative 
Neuroses of Pelvic Origin, 1910; the X-Ray 
in Neurological Diagnosis, 1923: The Omen- 
tum, its Embryology and Histology, its 
Physiological Uses, 1915; Circular Lacera- 
tion of the Cervix Uteri, 1903; Gangrene of 
Gall-Bladder, 1911; Ambulatory Treatment 
of Ep‘didymo-Orchitis, 1907; Hepatica Gum- 
ma Simulating Perigastric Abscess, 1910; 
Cancer’s Treatment, a Regional Tvpe RBoat- 
ing. 

However, Dr. Crouse’s chief aim was, first 
and always, advancing the cause of medicine 
in general and making gool d'agnoses. He 
felt greatly hampered in his work because 
t’ere was no pathological or clinica] labera-- 
tory equipped here in the early davs for 
these investigations, so he established what 
was the first modern clinical nathological 
laboratory in the southwest in 1911. In or- 
der to do this, he scoured the country for a 
pathologist who was thoroughly trained and 
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competent to handle the situation. After a 
careful search, he invited Dr. W. W. Waite 
to come to El Paso and establish this lab- 
oratory. He was personally sponsor for it 
and paid the expenses of installing it and 
getting Dr. Waite here. Some time after 
the laboratory was organized, Dr. Waite 
bought it and has since conducted it, but to 
Dr. Crouse redounds the credit of establish- 
ing the pioneer pathological laboratory in 
the southwest. Dr. H. H. Stark, noted speci- 
alist who had been located in El Paso for a 
number of years and one of the most scien- 
tific workers the profession has ever had, 
often declared that the starting of this 
laboratory, was one of the greatest aids to 
modern medicine that happened during his 
career. 

As medicine advanced and new apparatus 
developed, Dr. Crouse felt the need for an 
electro-cardiograph and metabolic laboratory 
in El Paso, so, at great expense. he estab- 


lished such an institution in 1925, thus 
again advancing the cause of medicine. 
From all these undertakings, he himself 


never personally realized one cent, his idea 
and aim being ever to advance the cause 
of medicine. 

A man of Dr. Crouse’s thirst for reading 
would naturally have more or less of a 
library, but here again the doctor did the 
unusual. He had a wonderful private library, 
containing full sets of all the important 
American medical journals, besides having 
all the modern books on nearly every sub- 
ject in medicine. He used to keep his library 
at the office, but it grew so large this be- 
came impracticable, so he had the third fioor 
of his home fixed up espacially for this pur- 
pose, where he could read and study to his 
heart’s content. 

As a physician and surgeon, he was en- 
thusiastic to do for his patients everything 
that was possible, regardless of their means 
or ability to pay, and it was this whcle- 
hearted interest that he took in his cases, 
together with his charming personality, 
which attracted them and accounted for his 
large and far-reaching practice, and it was 
these particular traits in Dr. Crouse that 
endeared him to so many of his vatients. 

Dr. Crouse was always busy, and yet also 
a great reader. He had a wonderful mem- 
ory and was better posted than mest mem- 
bers of the profession. With all his other 
work he yet found time to devote some at- 
tention to community work. As a prominent 
example of this work, which perhaps stands 
out above all others: A few years ago the 
city was badly infected with mosquitoes due 
to flooded districts in southeast El] Paso. Dr. 
Crouse became interested in the matter and, 
through the aid of the city and county, he 
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An Effective Hypnotic 


Small Dosage 
No Bad After- Effects 


Ipral Squibb Approximates the “Ideal Hypnotic” 


as described by Jackson and Lurie* 


‘*The ideal hypnotic should posess a rapid 
action. The dosage should be small with 
a wide latitude between therapeutic and 
lethal doses. It should be free from 
immunizing effect, should not color the 
urine—an indication of destruction of 
red blood corpuscles—and it should be 


free from depressing action upon the 
heart. Finally, it should not cause the 
patient to have a feeling of ‘dopiness’ 
or drowsiness upon awakening. More- 
over, its action should be selective, only 
the highest cerebral cells being affected 
by even large doses.”” 


* Journal of Laboratory and Clinical Medicine, 11:116. 
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succeeded in getting the United States Pub- 
lic Health Service to send a specialist to aid 
in clearing up the situation; and from that 
time to this there has been no mosquito 
nuisance. Some few years ago there was a 
crisis in public health affairs in this city 
when certain anti-vaccinationists were at- 
tempting to break down all requirements 
for vaccination, particularly of school child- 
ren. Dr. Crouse became interested in this 
matter and, by creating public sentiment 
and organizing various public health forces, 
succeeded in getting an unusuallv good ordi- 
nance passed supporting vaccination. These 
two pieces of important work, with his 
campaign in Victoria against flies and mos- 
quitoes, probably stand out as his most 
useful community work. 

Dr. Crouse had a wonderful personality; 
he was, one might say, very magnetic, at- 
tracting those whom he liked and repelling 
those he disliked. He always entered into 
the work at hand with marked enthusiasm 
and at meetings and conventions he was 


always recognized as a Jeader on account of 
his special abilities. He could tell remark- 
able stories and anecdotes of his college days 
and the experiences he had as a reporter. 
He could also tell equally interesting ex- 
periences he had while in South Texas, when 
mixed up with some of the feuds there; and 


he was always just as enthusiastic about 
fishing, being one of the most successful 
fishermen who ever visited Roosevelt Lake. 
He was a man of great imagination, had 
ability as a writer, was a member of the 
Writer’s League, wrote short stories and 
bits of verse to fit any occasion. One of 
his contributions to El Paso was a widely 
distributed booklet entitled, “El Paso! The 
Land of Sunshine, Where the Windows are 
Always Open and the Ground is Never Wet.” 
His writings won for him wide recoynition 
and a very extensive acquaintance. 

He was invited to the Pacific Coast about 
three years ago to give several lectures in 
San Francisco, Los Angeles, and Portland, 
on various public health subjects. He had 
a wonderful trip and was graciously re- 
ceived. He was always enthusiastic to secure 
recognition for Texas in the way of public 
health work, but he never succeeded in 
overcoming certain opposition to obtaining 
these benefits. 

In 1914, he visited Germany and many of 
the noted clinics. This was just at the time 
te world war broke out and while there he 
was arrested as a spy, but, after carefu! in- 
vestigation, was soon released. He always 
enjoyed telling about this trip, about his 
arrest and his visits to the various clinics. 

Dr. Crouse was a member of the E! Paso 
County Medical Society, the Texas State 
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Medical Association, the American College 
of Surgeons, of which he was one of the 
organizers, and was on the Board of Gov- 
ernors, being one of the three delegates 
from Texas who went to the organization 
meeting. He was also a member of the 
Medical and Surgical Association of the 
Southwest. He was president of the I! Paso 
County Medical Society in 1912; president 
of the South Texas Medical Association in 
1903. For the 1927 meeting of the Medical 
and Surgical Association of the Southwest, 
which met in E] Paso, Dr. Crouse was ap- 
pointed Chairman of the Program Com- 
mittee and not only developed one of the 
finest programs ever presented, but, through 
his untiring energies, the meeting was also 
well advertised, with the largest attendance 
that has ever been present at one of these 
meetings. It was also the best meeting the 
Association has ever held. Many noted sur- 
geons and research men from various parts 
of the country, extending from coast to 
coast, were guests at the meeting and fur- 
nished the program. Following this meeting, 
Dr. Crouse was elected president and, in his 
speech of acceptance, he said he considered 
it the greatest honor of his life and he 
would do all in his power to make the next 
meeting a success also, but that he feared 
he would not live to see the next meeting. 
His prophecy was partly true. He lived the 
year out, but was unable to attend the an- 
nual meeting because of his illness. Even on 
his sick-bed he showed keen interest in what 
was going on and was pleased to hear a re- 
port of the meeting, at which he wouid have 
presided had he been well. 

Dr. Crouse was a member of the Elks, and 
Exalted Ruler from 1908 to 1909. 

In his family, the Doctor was kind and 
devoted, giving his children the best in the 
way of educational development. He is sur- 
vived by his widow, Mrs. Maude Austin 
Crouse and their daughter, Patricia, and by 
four other daughters of former marriages, 
Miss Esme, Mrs. Vera Sears, Mrs. Sonia 
Phillips, and Miss Helen. 

His last illness began some two or three 
years ago when he developed high blood 
pressure and some angina pains. which 
gradually grew worse. By rest and care he 
improved somewhat, but early in January, 
1928, he had an attack of severe angina, 
which proved to be a coronary occlusion. 
After some months’ rest, he took up his 
work again, but, as the result of performing 
a serious operation, he had a second attack. 
This was followed by paralysis of his right 
side, from which he never recovered, though 
he was conscicus until the end. 

Funeral services were at his home. 

Burial was in Evergreen Cemetery. Pall- 
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bearers were Dr. W. W. Waite, Dr. W. R. 
Jamieson, Dr. H. T. Safford, Dr. J. A. 
Rawlings, Dr. G. Werley and Dr. E. A. 
Duncan. 





RESOLUTION 
FE] Paso, Texas, May 8, 1929. 

WHEREAS, It has pleased Almighty God 
to summon to eternal rest our esteemed as- 
sociate and friend, Hugh W. Crouse, be it 

RESOLVED, That we, the officers and 
members of the El Paso County Medical 
Society extend to his bereaved family our 
sincere sympathy for the loss of one who 
was a shining avatar to us all in honesty, 
charity and devotion to his profession and 
in the consistent discharge of his whole 
duty in all the relations of his life; be it 
finally. 

RESOLVED, That these resolutions be 
spread upon the minutes of the El] Paso 
County Medical Society and that copies be 
sent to the Texas State Medical Society, of 
which he was a long and valued member, 
and to the bereaved family. 

Willis W. Waite, 
Paul Gallagher, 
E. K. Armistead. 





NAVAJO-APACHE COUNTY (Ariz.) 
MEDICAL SOCIETY 


A meeting of the Navajo-Apache County Medical 
Society was held Feb. 2, 1929, at the office of Dr. 
H. K. Wilson, Holbrook, Arizona. The attendance 
was small due to weather condiitons and the fact 
that there was an epidemic of influenza throughout 
the two counties. The following physicians were 
nresent: 


Dr. P. D. Sprankie......... .........Winslow, Arizona 
Dr. R. M. Stump..............................Winslow, Arizona 
ee Ae a | .....st. Johns, Arizona 
Dr. H. K. Wilson..............................Holbrook, Arizoan 
Dr. J. W. Bazell.. vests sseeeeee---e-----Winslow, Arizona 

The minutes of the last meeting were read and 
approved. 


The application of Dr. R. M. Stump of Winslow 
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was voted upon favorably and he was accepted a 
member of the society. 

The motion was made and carried that all 1928 
officers be reelected for 1929, with the addition of 
a second Vice-President from Apache County. They 
are as follows: 


A LTTE President 
Dr. H. K. Wilson..........................First Vice-President 
Dr. T. J. Bouldin....... _-....-....9econd Vice-President 





SAVE MONEY ON 
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WE MAY SAVE YOU FROM 10% TO 25% 
ON X-RAY LABORATORY COST 
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end your dark room _ troubles. Skip from Chicago, 
Brooklyn, Boston or Virginia. Many sizes of enameled 
steel tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all cellulod type, one to fourteen 
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and Neuro-Psychopathic Hospital 
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and Allied Conditions 


Alcoholism and Drug Addiction 


Pleasantly located, on a beautiful tract of 25 acres. 
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with private bath are available. 


Approved diagnostic and therapeutic methods used. 
Occupational therapy, recreation and entertainment. 
G. Wilse Robinson. M. D., Medical Director 
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34th and Broadway. 


Sanitarium:—8100 Independence Road, 
Kansas City, Missouri 
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devoted to a discussion 
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: wih yU Ly & and in this bulletin the 


chief causative plants 
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a. colors. 





Copy sent on request 


THE ARLINGTON CHEMICAL COMPANY 


YONKERS, N. Y. 



























a Secretary and Treasurer 
Dr. H. K. Wilson......... Delegate to State Med. Assn. 
Dr. Don G. Lynwalter....Alternate to St. Med. Assn. 

Topics of general interest were discussed through- 
out the evening. 

The next meeting willbe held early in May at 
Winslow. 

J. W| BAZELL, M.D., Sec’y. 
SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 
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Starch-free Diabetic Foods that are ap- 
petizing are easily made in the patient’s 
home from Listers Flour. It is self-rising. 
Ask for nearest depot or order direct. 


LISTER BROS. Inc., 41 East 42nd St., NEW YORK 
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From Text Books of Over a Decade 
MEAD’S DEXTRI-MALTOSE 





| pate more than twenty years dextrin- 
maltose has been cited in text books of 
leading authors on infant feeding. During 
this period, no reversal of opinion has oc- 
cured, and the opinions set out by the 
earlier writers are shared by those of today. 

This form carbohydrate in the combi- 
nation of Mead’s Dextri-Maltose is usually 
the sugar of first con- 
sideration where the 
infant's diet is one of 
diluted cow’s milk 
with carbohydrate ad- 
ditions. 

For years it has been 
indicated by physi- 
cians both for the 
routine feeding of well 
babies, and in correc- 
tive diets for t_.e treat- 
ment of nutritional 
disturbances. 


From Text Books 
of over a decade. 
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THE EMPYEMA PROBLEM 


With Particular Reference to Proper 
Drainage* 
JOHN ALEXANDER, M.D., F. A.C. S. 
Ann Arbor, Michigan 

(Annual Address on Surgery before the Arizona 
State Medical Association, Prescott, Arizona, April 
18, 1929.) 

That there is an empyema problem is ap- 
parent from the high mortality that follows 
the late diagnosis and treatment of acute 
empyema, and from the organic degenera- 
tions, protracted disabilities and deformities 
that occur in neglected cases of chronic em- 
pyema. 


In Table I are listed the conditions from 
which acute empyema arises as a complica- 
tion. It is evident from a survey of this 
table that prevention of the occurrence of 
acute empyema is usually beyond control. 
But improper drainage, by far the most fre- 
quent cause of acute empyema becoming 
chronic, obviously is preventable. Improper 
drainage is chiefly responsible for persist- 
ence of pyogenic infection in the walls of the 
empyemic cavity and for production of ex- 
cessive scar tissue on the pulmonary pleura 
that binds down the lung, preventing it from 
expanding to meet the thoracic wall and 
from obliterating the empyemic cavity. 

In the following six paragraphs various 
types of improper drainage, as listed in Ta- 
ble II, will be considered. 

By too early drainage is meant the open 
drainage, as by costal resection, of an empy- 
ema that is so young that firm adhesions 
have not yet fixed the lung to the thoracic 
wall at the limits of the purulent collection. 
The d’sastrous consequences of this are be- 
coming more widely recognized, with the re- 
sult that early thoracentesis and airtight 
intercostal drainage are being more com- 
monly employed. As an article of mine 
dealing with this phase of the empyema 





*From the Department of Surgery, University of 
Michigan Medical School. 





problem appeared in the June 1, 1929, issue 
of the Journal of the American Medical As- 
sociation I shall not discuss it further here. 


Too late drainage may imply that grave 
damage has already been done to the patient 
by prolonged toxicity. Further, if the 
amount of accumulated pus is great, the 
lung is more or less completely collapsed and 
the heart pushed toward the opposite hemi- 





Fig. 1. 
of empyema. 
University Hospital; febrile and almost constantly 


Shocking deformity in a neglected case 
Appearance on recent admission to 


coughing and expectorating pus from empyemic 
cavity via broncho-pleural fistula. Pneumonic on- 
set two and a half years ago. Complicating empy- 
ema not drained until four months later and then 
incision above bottom of cavity and tube removed 
after a short time. Resulting thoracic wall sinus 
has alternately opened and closed ever since, at no 
time furnishing adequate drainage. 


thorax. In this event both lung and heart 
tend to be held in these positions by organ- 
ization of fibrino-purulent deposits on them. 
When such a huge empyema is eventually 
drained, the scar that is binding down the 
lung may refuse to stretch to permit pul- 
monary expansion. A chronic empyema is 
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the result. Not rarely, in cases of delayed 
surgical drainage, pus breaks through the 


cortex of the lung to drain itself through a 
bronchus. The resulting broncho-pleural fis- 
tula, if it does not close spontaneously after 
subsequent proper drainage of the empyema 
through the thoracic wall, is one of the most 
important of all causes of failure of em- 
pyemic cavities to heal. 

Drainage of too short duration results in 
reaccumulation of pus in the only partly 
closed empyemic cavity. Pus reaccumulates 
because the air-enclosing walls of the cavity 
cannot be got absolutely sterile, even by the 
aid of dependent drainage and antiseptic ir- 
rigations. Sterility of the cavity usually is 
surely attained when there is total apposi- 
tion and adhesion of its visceral and parietal 
pleural walls, and this means complete clos- 
ure of the cavity. Until this takes place, 
tube drainage through the thoracic wall 
should be maintained. Determination of 
complete closure of the cavity is best made 
by introducing a uterine sound through the 
drainage hole in the thoracic wall, after tem- 
porary removal of the tubes, and sounding 
for remains of the cavity. 

Even properly timed drainage in a sim- 
ple pyogenic case of empyema without bron- 
cho-pleural fistula may lead to chronicity if 
the drainage is not so made and maintained 

















Fig 2. Drainage tube wrongly placed not at low- 
est limit of pus in empyemic cavity. Failure to 
provide second tube for antiseptic irrigations. Only 
pus above level of tube has drained off. Lung 


that pus had pushed away from ribs, as well as up- 
ward, is now visible but still is collapsed. Inset 
represents a frontal section of main drawing. In 
Figs. 2, 3 and 4 adhesions obliterating the costo- 
phrenic sinus are represented by oblique lines; pus 
by horizontal lines; fully expanded lung by dark 
lobules and collapsed lung by light lobules. 
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Fig. 3. 
site for dependent drainage in the posterior axil- 
lary line is to introduce an aspirating needle in the 
ninth intercostal space, and then in successive high- 


The routine method for determining ihe 


er intercostal spaces, until pus is found. In the 
early stage of an acute empyema, pus would be 
found in the ninth space, which is just above the 
bottom of the normal pleural cavity (inset A). Sev- 
eral days after the onset of an empyema, adhesions 
bridge the narrow costophrenic sinus and raise the 
floor of the pus-containing cavity so that the aspir- 
ating needle would fail to find pus in the ninth 
space, and perhaps also in the eighth, but would 
find it in the seventh. This is illustrated by the 
main drawing, of which inset B is a frontal sec- 
tion. Therefore, dependent drainage would be at- 
tained by resection of a portion of the eighth rib 
(should open drainage be indicated). See Fig. 4. 


as to keep the cavity empty of pus until it 
is obliterated. Frequent mistakes are (1) 
the use of too narrow a drainage tube or 
none at all; (2) too long an unfenestrated 
tube whose end stands high in the cavity 
above the pus; (3) too short a tube over 
whose end the tissues gradually close and 
impede or stop drainage; the effect of this 
is the same as that of drainage of too short 
duration, which was considered in the pre- 
ceding paragraph; (4) not dependent drain- 
age, in which event a pool of pus persists be- 
tween the level of the drainage opening and 
the bottom of the cavity (Fig. 2); (5) fail- 
ure to drain (a) secondary empyemic pock- 
ets that may not communicate dependently 
w.th the main cavity or (b) secondary cavi- 
ties that may not communicate with it at all. 


Another frequent cause of chronicity is 
the continuance of active infection in the 
walls of the cavity. This is encouraged if no 
provision be made for antiseptic solution ir- 
rigations of the cavity. A narrow tube 
should always be kept in the cavity for this 
purpose in addition to the much larger tube 
that serves as the drain (Fig. 4). 

Tuberculous empyema that is not sec- 
ondarily infected with pyogenic organisms 
must never be drained by incision. If with- 
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jrawal of some or all of the fluid should be 
indicated, only a needle should be used. 
Many patients with simple tuberculous em- 
pyema have lost their lives because of the 
superimposed secondary pyogenic infection 
that inevitably follows the introduction of 
4 drainage tube. No matter how high the 
patient’s temperature and how thick and 
ugly the aspirated pus of an acute, subacute 
or chronic empyema, a drainage tube should 
not be introduced if pyogenic organisms can- 
not first be clearly demonstrated in smear 
or culture. 


Space and the scope of this article do not 
allow consideration of such important de- 
tails in the postoperative management of 
pyogenic empyema patients as the use of a 
modified sanatorium regime to restore their 
greatly depleted physical resources, and the 















systematic employment of specially prescrib- 

ed exercises to assist in expansion of the col- Fig. 4. Proper drainage at very bottom of cav- 
lapsed lung and to correct the spinal and tho- ity. All pus has drained away. A second tube has 
racic cage deformities that complicate so been provided for antiseptic irrigations. Steady 
many empyemas. Nor may I discuss here expansion of the collapsed lung to obliterate ihe 
the interesting problems presented by cavity will not now be checked by pus pressing 
chronic empyema and the gratifying results against the lung, nor by the restraining influence 
of modern surgical treatment. of active infection in the pleural walls. 


TABLE | 
CAUSES OF ACUTE EMPYEMA 
PULMONARY INFECTIONS 


Pneumonia - - Suppurative pneumonitis 
Tuberculosis - - - - Abscess 
Bronchiectasis - - - Infected infarct 


INFECTION FROM TRAUMA TO LUNG OR THORACIC WALL 
By operation, diagnostic aspiration, fractured rib or sternum, stab or gunshot 
INFECTION FROM ADJACENT ORGANS 
Suppurating mediastinal glands or mediastinitis 
Pericardium - - - - Esophagus, ineiuding trauma from instrumentation 
Beneath diaphragm - - - Spine, rivs or sternum 
ARTIFICIAL PNEUMOTHORAX COMPLICATIONS 
Rupture of bacteria-containing adhesions 
Rupture of pulmonary abscess or tubercul< US cavity 
Infection through needle or by wound of tung 
PYEMIA 
PRIMARY ACUTE PLEURITIS 


TABLE II 


CAUSES OF ACUTE EMPYEMA BECOMING CHRONIC 
IMPROPER DRAINAGE 


Too early open drainagy - : - Too late - - - Too short duration 

Too narrow tube or none - - - Too short tube - “ Too long tube 

Not dependent - No provision for antiseptic irrigations - U ndrained pockets 
PERSISTING INFECTION IN WALLS OF EMPYEMIC CAVITY 

Pyogenic - - Tuberculous - - Actinomycotic 
EXCESSIVE SCAR IN LUNG OR ON VISCERAL PLEURA PREVENTING PULMONARY 

EXPANSION 

BRONCHO-PLEURAL FISTULA 

Simple - Connecting with pulmonary abscess or tuberculous cavity - Connecting with bronchiectasis 
COMMUNICATION WITH NEIGHBORING STRU CTURES 

Osteomyelitis of rib, sternum or spine - - Suppurating mediastinal lymph gland 

Hepatic, subphrenic or perinephritic abscess _ - . Esophagus 


Necrosing neoplasm of thoracic wall, lung, mediastinum, ete. 
FOREIGN BODY 


Lost drainage tube Sequestrum from rib - - - Bullet or shell 
















A REVIEW OF 3473 FRACTURES 
JOHN E. BACON, M.D., F. A.C.S. 
(Read before the Sectional Meeting of the Amcri- 

can College of Surgeons, for Arizona, New Mexico 

and Texas, held in Phoenix, Ariz., Feb. 13 and 14, 

1928.) 

Stimulated by the work of the Committee 
on Fractures, as well as by the work of the 
Board of Traumatic Surgery of the Ameri- 
can College of Surgeons, statistical studies 
dealing with large numbers of fractures are 
being presented frequently and are yielding 
valuable information. Therefore, we feel it 
a duty to record our experience covering the 
past ten years of service, in which a large 
percentage of our injured exhibit fractures. 

A very important factor in evaluating end 
results in our study is that, owing to the 
nature of the hazards in mining, transport- 
ing, milling and smelting copper ore, we 
meet with a large proportion of cases pre- 
senting multiple injuries, such as multiple 
fractures and destructive lesions to organs, 
nerves, vessels, muscles, tendons, ligaments 
and skin. Thus it is often extremely diffi- 
cult to determine the major causes of dis- 
ability or even of death, and in a study of 
our end results that part played by the frac- 
ture may be of minor importance and have 
to be estimated. 


Presented, herewith, is a tabulation of the 
cases, treated during the last ten years, of 
which we have accurate information. The 
comments relating to them will be limited 
to a brief discussion of what we have learn- 
ed from our experience regarding methods 
of management and the end results. 


Fractures of the Skull. There were forty- 
one cases, thirteen compounded, fifteen oper- 
ated, a total mortality of seven, or seventeen 
per cent. Depressed fractures are elevated. 
Those cases with signs of increasing pres- 
sure are subjected to lumbar puncture, and 
since using this procedure we have not felt 
required to decompress as many cases as be- 
fore. We use hypertonic salt solutions by 
rectum and, occasionally intravenously. Lin- 
ear or fissure fractures without signs of 
pressure are not disturbed. Fractures 
through the base alone are not operated, 
Those with signs of increasing hemmorhage 
are explored early. Five cases have perma- 
nent partial disabilities. Twenty-nine cases 
have returned to work 70.7 per cent. 

Clavicle. One hundred and eight cases. No 
partial or permanent disability. Slight over- 
lapping with a permanent small deformity 
has been the usual result. All returned to 
work. Treatment by rest in bed, with a 
small sandbag under the back and a sandbag 
to the shoulder, produces the best result in 
our experience. For ambulatory treatment, 
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we prefer two leather rings strapped togeth- 
er in the back, with the arm in a support- 
ing sling. We have discarded crosses, ad. 
hesive plaster and all of the special forms of 
apparatus tried out from time to time. Esti- 
mated period of lost time about eight weeks, 


Scapula. Thirty-seven cases. No perma- 
nent disability ; all returned to work. Twelve 
cases of fracture of acromion complicated by 
tearing of the acromial-clavicular ligament, 
were treated by elevation of the shoulder 
and immobilization by adhesive plaster or 
p'aster of Paris dressing, which was satis- 
factory. A moderate displacement upward of 
the outer end of the clavicle seems to do no 
particular harm and function is usually very 
good. Three cases of fracture of the cora- 
coid healed readily. Fractures of the body 
healed well, with simple immobilization, in 
four weeks. 

Sternum. Three cases, detected by radio- 
graph; all would have been overlooked ex- 
cept for x-ray. All healed kindly; all return. 
ed to work. 

Vertebrae. Bodies: dorsal, ten; lumbar, 
nine; sacral, two; total, twenty-one. Three 
died promptly of concomitant injuries—14.3 
per cent. Four totally disabled—19 per cent. 
One permanent partial disability, thirteen re- 
turned to work—62 per cent. All these 
cases were treated conservatively, with the 
exception of one, on which a laminectomy 
was done without improving the patient. 
These cases were treated in plaster shells up 
to the last five years, since which time we 
have treated six cases on either a waterbed 
or an air bed. We have been impressed by 
the comfort, ease of nursing, and satisfac- 
tory progress this plan provides. An air 
mattress, kept at the desired tension, pro- 
vides a perfect splint. We are convinced that 
there is no movement of the fracture planes 
as long as the patient is recumbent. A sup- 
porting cast or brace is applied when the pa- 
tient is allowed up. Electrical stimulation of 
weak muscle groups and physiotherapy are 
employed. 

Transverse processes: fifty-six cases, all 
recovered and returned to work. There is 
the widest variety of symptoms in these 
cases. Several refused to discontinue work, 
about 15 per cent developed a myofascitis 
that lasted several months, yielding eventu- 
ally to time. Treatment of these cases of 
myofascitis by phyisotherapy, strapping, 
belts and even casts, has been disappointing. 

Ribs. One hundred and thirteen cases. All 
recovered, all returned to work. Ten cases of 
subcutaneous emphysema were seen and two 
cases of hemoptys's. Treatment—primary 
period of rest in bed, followed by strapping. 
In a few cases there was myofascial tender- 
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ness between the ribs that lasted for weeks, 
and a few had subacute neuritis that was 
troublesome for months. Baking and grad- 
uated exercises seemed to be of benefit. 

Humerus. Eighty-three cases; five com- 
pounded, which were operated at once. Six 
cases of fracture of greater tuberosity, an- 
atomical neck and surgical neck, had some 
permanent limitation of elevation and rota- 
tion, but had good function and returned to 
work. One case of fracture of shaft of mid 
third had musculospiral paralysis persisting 
for two months and was operated to explore 
the nerve, recovered and returned to work. 

Eleven cases of fracture about the elbow 
joint had some permanent limit of flexion 
and extension or of the carrying angle. All 
had good function and returned to work. 
Three was one case of union delayed eight 
months, but we have not had a non-union of 
this bone. We have not had occasion to use 
a metal plate in fractures of the humerus. 
These cases were treated in various ways: 
by rest in bed, with extension in Thomas 
arm splint, extension without any sovlint, in 
Jones arm splint, in moulded plaster splint, 
in aeroplane spl nts, and various extempor- 
ized apparati. In our experience we have 
never had cases that could not be reduced to 
sufficient contact and alignment if enough 
ingenuity and patience were employed. 

Radius. Two hundred and sixty-seven, in- 
cluding Colle’s fracture. Of these, two hun- 
dred and thirty-one occurred in the lower 
third. Thirteen were compounded, one had 
permanent limitation of pronation, three had 
extensive loss of muscle tissue with damage 
to nerves and permanent distbility. The rec- 
ords show eighteen Colle’s fractures that 
had permanent lateral deformity, and there 
were probably more than that. One had non- 
union of a fracture of lower third and had 
a transplant, with recovery in seven months 
and returned to work. All the others return- 
ed to work. Treatment—painstaking thor- 
ough reduction with full anesthesia under 
fluoroscope, retention by metal or wood 
splnits, moulded plaster splints, extension in 
Thomas arm splint or improvised splints. 
Frequent checking by radiograph or fluoro- 
scope and constant attention, enabled us to 
secure the results we had. One case had a 
bone plate for four weeks, two cases requir- 
ed operative reduction without internal fixa- 
tion. 

Ulna. Thirty-six cases. Twelve cases of 
fracture of olecranon, one compound. One 
operated by nailing, others treated in exten- 
sion with satisfactory result. Six cases of 
fracture of coronoid: four of these had some 
limitation of flexion and extension, but good 
function. 





Both Bones of Forea:m. E‘ghty-six cases: 
nine compound, two operative reduction. One 
had permanent disability due to destruction 


of soft parts. Several had anatomical de- 
formities, with good function. Two had un- 
ion delayed seven and eight months. 

Treatment. Reduction under fluoroscope 
by extension and manipulation. Fixation 
with extension in Thomas arm splint, mould- 
ed plaster splint or extemporized forms of 
fixation to meet the indications. There is no 
more exasperating lesion to treat than frac- 
ture of both bones of the forearm, and none 
in wh’ch painstaking constant checking and 
gent'e treatment will be more consistently 
rewarded. All these cases are admitted to 
the hospital and kept there until ambulatory 
treatment is safe, which, in our opinion, is 
why we have had only two real delayed un- 
ions and no non-union. Consolidation in thesc 
cases in adults, where the lesion is in the 
middle parts of the bones, is far slower than 
in fractures near the ends of long bones with 
more cancellous tissue, so that we regard a 
period of from three to four months as a 
normal time and seven to nine months as 
delayed union. In many places, a majority 
of these cases are operated in from two to 
four months, in an effort to save time, which 
is not only useless but produces a certain 
proportion of non-unions and infections. 

Metaca: pals. Two hundred and three, thir 
teen per cent compound with destruction of 
soft parts, especiaHy skin. The compound 
fractures are operated at once, with repair 
of soft structures and alignment of the frac- 
tured bones. All cases showing deformity in 
the radiograph are treated by extension in 
special aluminum splints, which do all that 
a banjo splint does with especial attention to 
palmar angulation. Associated lesions of 
tendons, ligaments and nerves, account for 
more lost time than the fractures, and often 
treatment is mainly directed to these com- 
plications. There were many cases of minor 
anatomical deformities and many with limi- 
tation of flexion and extension persisting for 
months, even years; but these men get back 
to work. 

Phalanges. Six hundred and sixty-seven: 
eleven per cent compounded, many commin- 
uted with severe associated injuries of soft 


parts. Comments on metacarpal fractures 
apply here. : 
Pelvis. Seventy-one cases. Eight died of 


concomitant injuries, including three with 
ruptured bladder. There were ten cases of 
ruptured urethra, which recovered—12.8 per 
cent. There were twelve cases which had 
disabling sacro-iliac pain for several months, 
but all finally recovered sufficiently to re- 
turn to work. Fracture of the pelvis is a 
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common fracture in this series, presenting 
seventy-one cases compared to fifty-three 
fractures of the femur- 

We have treated these cases by all known 
methods except operation, during our eigh- 
teen years’ experience with this organiza- 
tion, from absolute immobilization in plaster 
casts through all forms of strapping, belting 
and suspension in slings and, as in our series 
of cases of fractures of the vertebrae, we 
have arrived at the stage of treating them 
on the air bed without other support and we 
believe that they do better and recover with 
less discomfort than when immobilized. Re- 
pair is quite rapid and functional loss sur- 
prisingly small. In four cases of fracture in- 
volving the acetabulum and in two cases 
with fracture of the rami of the pubis and 
ischium together with an extensive splitting 
fracture of the ilium, we have used exten- 
sion for three weeks. These cases recovered 
with good function. 


Femur. Fifty-three cases, two compound, 
three operative reductions. One fracture of 
neck in an aged woman resulted fatally from 
confinement to bed. One fracture of neck in 
seventy-year-old woman had fibrous union 
with one and one-half inches shortening. 
The patient is still living, walks with crutch. 
One fracture of neck in a man aged fifty-six, 
resulted in fa‘r union with one inch short- 
ening, but good function. This case was 
treated by Whitman’s method but ‘was in- 
tractable. One fracture of upper third of 
shaft died of anesthetic accident. There were 
two compound fractures of inner condyle; 
both healed without infection, with good 
function. There were three operative reduc- 
tions; all were done before the use of ice- 
tong extension and would be unnecessary 
now. Two plates were used; one was remov- 
ed. The other declined removal and return- 
ed to work. Two had shortzning of one inch. 
One had shortening of one and one-half inch- 
es. All had good function and returned 
to work. One had a genu recurvatum, due 
to ambulatory treatment on account of pros- 
tatic disease. Walks with characteristic 
limp, wiwthout cane, and works all the time, 
aged sixty-five years. The other forty-five 
cases returned to work after varying periods 
of treatment for stiffness of the knee. All 
cases of fracture of shaft were treated in 
suspension: in Thomas splint, with extension 
with adhesive plaster, with the foot of the 
bed elevated, until 1925, since when all have 
had skeletal traction. We no longer fear com- 
plications with skeletal traction and its use 
marks a distinct improvement in end results. 
Massage, electrical stimulation of muscle 
groups, and heat, together with early active 
movement of knee and ankle in the Thomas 
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splint, have shortened the period of disabil. 
ity, which averages about six months. 


Patella. Twelve cases; one compound 
Six were operated and suture of capsule and 
lateral tears done. All recovered with good 
function, except one man, aged sixty, whose 
quadriceps muscles did not develop good 
tone. He walks with cane, works as a watch. 
man. Six cases were treated by posterior 
splint and strapping, including two with one. 
half inch separation and four with fissure or 
chip fractures. All recovered and returned 
to work. 


The redevelopment of muscle tone and 
strength in men past fifty years of age isa 
slow and unsatisfactory process in all frace- 
tures of the long bones as well as those 
about joints. Physiotherapy is disappoint- 
ing; occupat‘onal therapy by selected jobs 
gives better results. 

Tibia. Sixty-one cases, including fracture 
of internal malleolus without fracture of fib- 
ula. Seven were compound—66.6 per cent 
were in the lower third, one open reduction 
and fixation with bone plate. 

Those closed cases without much displace- 
ment or tendency to recurrent displacement, 
were treated in moulded plaster casts up to 
1926, since when we have used the Thomas 
splint with extension, adhesive plaster or 
Steinman pin. Stiffness of knee and ankle 
joints is common and the main cause of disa- 
bility. Early joint motion is essential here 
and is feasible in bivalved cast or in Thomas 
splint. All these cases recovered and return- 
ed to work. Several had limitation of motion 
in knee and ankle joints for a year or more. 


Fibula. Seventy-eight cases, including ex- 
ternal malleolus, four compound with the 
tibia intact. These cases show but little dis- 
r'acement, heal readily and have the short- 
est period of disability of any of the long 
bones of the lower extremity. These cases 
were treated exactly as were the cases of 
fracture of tibia alone and same comments 
apply. There were no permanent disabilities 
in the series and all returned to work. 

Both Bones of Leg. Forty-two cases. 
Eleven compound, one open reduction with 
bone plate. One infected case, result poor, 
union resulted after a bone transplant at 
nine months, with one inch shortening and 
considerable backward angulation. Did not 
return to work at his former job. 

These cases are treated in plaster if re- 
duction can be made and retained. In other 
cases we use the Thomas splint with skeletal 
traction. Both bones of leg, in adults, re- 
quire four to six weeks longer for good con- 
solidation than fracture of one bone alone. 
All these cases require treatment of joint 
stiffness for several weeks after consolida- 
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tion. All recovered and all but one returned 
to work. 

Pott’s Fracture. Seventy-nine cases. Eight 
compound, all recovered with useful joints 
and returned to work. 

These fractures are immediately reduced 
under full anesthesia and flouroscopic con- 
trol, before swelling occurs. We use the 
Stimson splint exclusively, unless unusual 
conditions occur to prevent. The cast is re- 
moved at two weeks and anterior posterior 
motion begun with light massage. All sup- 
port is off in the usual case at seven weeks 
and active motion established. Weight bear- 
ing is begun at nine weeks and the case sent 
to light work at four months, wearing a 
shoe with elevatetd inner border. Some stiff- 
ness and limitation of motion usually per- 
sists for a year or more, but they go to 
work. 

Torsal Bones—Astragalus. Nineteen cases 
—four compound. Two cases of dislocation 
fracture had the astragalus removed, one 
with a useful foot resulting after eight 
months, but did not go back to work. The 
other made a fair recovery and returned to 
work. Two cases had the ankle joint open 
with severe lesions of soft parts. Both of 
these had permanent partial disability and 
did not go back to work here. All others re- 
turned to work, but limitation of movement 
and joint pain persisted in most of them for 
several months to a year or more. 

Treated in plaster cast with foot in most 


favorable position as indicated by radio- 
graphs. 
Os Calcis. Eighteen cases—four com- 


pound, one open reduction by leverage. Two 
patients had fractures in both heels, one of 
these, who was injured by fall off his own 
roof, made a perfect recovery and returned 
to work. The other instituted legal proceed- 
ings for damages, and never went back to 
work, final result unknown. All others re- 
covered and went back to work. 

These cases are treated at once under full 
anesthesia and fluoroscop‘c control. We do 
not hesitate to do a tenotomy of the tendo 
achillis, and frequently pass a Steinman pin 
under the tendon for traction during man- 
ipulation and moulding. Treated in cast in 
most favorable position indicated by radio- 
graphs. During convalescence we pay par- 
ticular atttention to support of the arches of 
the foot and delay weight-bearing for three 
months. This is apt to be a most disabling 
injury, fraught with a maximum of trouble 
for all concerned. 

Tarsal Bones. Scaphoid. Sixteen cases, 
mostly without displacement. No compres- 
sion fractures with vacualization were ob- 
served. All recovered and went back to 
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work. Treated in plaster cast in most favor- 
able position controlled by radiographs. 

Cuboid. Twelve cases; same comments ap- 
ply. 

Internal, Middle and External Cuneiform. 
Four cases. All recovered and returned to 
work. 

Sesamoids. Fifteen cases. These cases are 
troublesome on account of persistent pain 
for several months. Felt inner sole in shoe 
is great comfort. 

Metatarsals. Three hundred and ninety- 
nine cases. A large percentage of these cases 
are crushing injur’es with destruction of 
soft parts and with infiltration of blood into 
the muscles and fascial planes; large hema- 
tomas are frequent. About eleven per cent 
are compound. We have notetd a trouble- 
some and persistent woody induration that 
prolongs disability, and which is a real prob- 
lem. These cases are treated by immediate 
operation, if compound, and immediate man- 
ipulation with extension under full anes- 
thesia and fluoroscopic control, with careful 
correction of plantar angulation. Accurate 
reduction is impossible in many and a lat- 
eral deviation, if contact is established, does 
not produce permanent disability. Moulded 
plaster plantar splint with full restoration 
of the arches of the foot, is the method of 
choice with us. A plantar support is pre- 
scribed for six months or more and chronic 
metatarsalgia has been rare. We have had 
mainly excellent functional and economic re- 
sults with about six per cent left with a per- 
manent partial disability due to loss of bone 
muscle tissue, remaining scar tissue, injured 
nerves. There has been no case of perma- 
nent total disability. 

Phalanges. Eight hundred and sixty-seven 
cases. Mostly crushing injuries, about twelve 
per cent compound with destruction of soft 
parts. Mushroom fractures of distal pal- 
anges most common. 

Treated by immediate operation in com- 
pound cases. Amputation of distal phalanges 
is frequently best for all concerned, when 
compound with destruction of skin and fat. 
Closed cases are treated by accurately reduc 
ing angulation and applying a moulded meta! 
or plaster splint. 

Results are good, average period of disa- 
bility about four weeks. 

The total expense for lost time, fractures 
of the metacarpals, metatarsals and phal- 
anges of both extremities excede that of all 
other fractures combined, excluding awards 
for permanent total disability. 

SUMMARY AND CONCLUSIONS 

There are reviewed thirty-four hundred 
and seventy-three fractures, of which three 
hundred and eighty-four—11 per cent were 
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compound. There were one hundred and 
thirty-five operations including compound 
fractures. There were ten open reductions, 
three transplants for non-union—three steel 
plates were used, and one case occurred in 
which a detached piece of bone from femur 
was used as a bone plate. The total mortal- 
ity was twenty. The number with perma- 
nent total disability was fifteen. The num- 
ber with permanent. partial disability—in- 
cluding limitation of motion at shoulder, lim- 
itation of motion and disturbance of carry- 
ing angle at elbow, weakness and limitation 
of motion at wrist, knee and ankle, stiffness, 
weakness of back after fractures of trans- 
verse processes and bodies of vertebrae and 
after pelvic fractures—cannot be exactly 
stated, owing to the migration of labor and 
the shifting population of mining camps, so 
that it is estimated at around two hundred 
cases. These, plus the deaths and total disa- 
bilities, make two hundred and thirty-five, 
or 6.7 per cent, leaving 93.3 per cent of good 
functional and economic recoveries. 
Whatever measure of success these results 
may be regarded as indicating, we feel that 
it is due to the following factors: 
Conservatism. For fifteen years serious 
injury became a claim for damages under 
our Employers’ Liability Law, and many of 
them were tried in court. We had to defend 
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our treatment, and justly the end result, 
against unscrupulous lawyers and prejudiced 
juries. We saw operation wounds valued at 
thousands of dollars, and we soon learned 
that slight deviations of bones, as shown 
in radiographs, cost less than operation 
scars, 30 we had to learn how to produce 
good results without operations. As soon 
as the use of skeletal traction became gen- 
eral we stopped operative reductions except 
in the extremely unusual cases with soft 
parts intervening between the fragments. 

Our cases are all seen and treated immedi- 
ately after the accident, most of them with- 
in an hour. If the patient’s condition per- 
mits, all fractures have an attempt at reduc- 
tion under full surgical anesthesia, under 
fluoroscopic control, and are put in their 
permanent dressing, if possible. Checking 
by radiographs and daily measures by tape 
are faithfully carried out. The condition of 
fractures in any kind of dressing, and espe- 
cially those in Thomas splints, is checked 
twice a day by a surgeon. The nursing is 
carefully supervised. Early active motion is 
instituted; the after treatment by physio- 
therapy is carefully followed up, and the pa- 
tient is returned to a job he can do, as sort 
of an occupational therapy, and then fol- 
lowed up until he is back on his original job, 
drawing his same rate of pay. 


Tabulation of Results in 3473 Fractures Treated 
at Miami-Inspiration Hospital, Miami, Ariz., Dur- 
ing Ten Year Period 1918-1928. 
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SKULL 
eee 9 
. aaa 11 
Temporal ......... Siac 6 
Multiple and base... 15 41 28 138 26 = 15 
ye Aes 24 24 6 18 21 3 
Nasal Bones ...... ae 14 i) 5 9 5 
CLAVICLE 
Outer third ............ 25 
eae 82 
Inner third ....... ; 1 108 108 108 
SCAPULA 
MOTOMGON ........0..00..02 12 
aa 22 
Coracoid_........... : ft. 37 
I icc 3 3 
VERTEBRA 
Bodies— 
Dorsal .... 10 
Lumbar ........ 9 


Sacral ..... ; = 21 20 1 


RESULT. 





Died, 7—17% 
Five had permanent partial disabilities; 29 re- 
turned to work. 


No permanent disability; all returned to work 
but one, who disappeared. 

All recovered without disfiguring deformity; 

all returned to work. 


No partial or permanent disability; all returned 
to work; slight overlapping deformity the rule. 


(See comments); all returned to work. 


Returned to work. No disability. 


Three died—shock and concomitant injuries; four 
totally disabled; one permanent partial disability; 
one laminectomy without benefit; thirteen return 
ed towork. 
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sult Transv. a All returned to work; byofascitis common—yields 
Apgatal processes ........ 56 56 to treatment. 
diced 
d at I esters cre iceveces 113 113 103 10 113 No permanent disability. All returned to work. 
rned HUMERUS 
OWN Greater tuberos....... 5 83 5 5 Two, some limitation of rotation and elevation. 
tion Anatomical neck ... 4 4 4 All returned to work. 
Surgical neck ...... 6 6 6 All returned to work. 
duce Shaft— 
soon Upper 3rd ......... 2 2 2 One operated to explore musculospiral nerve; 
gen. 2 Ee 13 13 13 All returned to work; 3 compound fractures op- 
cept Lower 3rd ............ 8 5 3 5 2. erated at once. 
ty? Sup. condylar ........... 11 10 1 10 1 All returned to work. 
soft Y fract. into All returned to work. 
iS. joint 7 4 4 Three permanent limitation of extension; 
1edi- Ext. condyle 21 21 21 Four disturbance of carrying angle. All returned 
rith- to work. 
Int. condyle 9 8 1 8 ! Four had limitation of extension. All returned to 
r e to work. 
me RADIUS 
ider Mead 2... § 8 8 All returned to work. 
heir ee 5 5 5 All returned to work. 
cing Upper third 9 s 1 . 1 All returned to work. 
rape Middle third . 14 12 2 12 2 One had limitation of pronation; one had exten- 
sive loss of muscle tissue and some disability; 
1 of others to work. 
$pe- Lower third 49 45 4 45 4 Two had permanent disability due to destruction 
ked of soft parts and scar; others returned to work; 
y is one had transplant for non-uunion with recovery 
a is and good function. 
: Bartens. .......:...... 19 19 19 All returned to work. 
Slo- Styloid and ulna 
pa- styloid 9 9 A All returned to work. 
ort Colles . 154 267 148 6 146 8 18 had visible radial deviation with good function; 
fol- all others had good recoveries and returned to 
work. 
job, ULNA 
Olecranon 14 13 1 12 2 
Coronoid 6 6 All returned to work. 
Four had limitation of flexion and extension but 
good function and returned to work. Others re- 
- turned to work . 
SHAFT 
Upper third 5 4 1 4 1 
Middle third 6 6 6 All returned to work. 
Lower third 5 36 5 5 
Both Bones Fore- 
arm 86 86 77 9 75 1t One had permanent loss of function due to de- 
struction of soft parts. 
ate Metacarpals 203 203 Many compounded and associated with destruc- 
Phalanges . 667 667 tion of soft parts; many compounded with serious 
injuries to tendons. (See comments). 
a CARPAL BONES 
Scaphoid vse 14 All carpal fractures except scaphoid were with- 
Semilunar 3 out much displacement and healed kindly without 
k Cunieform 4 permanent disabiilty. Two scaphoid fractures were 
Pisiform 2 complete and resulted in non-union with no per- 
Os magnum 2 manent disability. All returned to work. 
Unciform 2 2 . 
PELVIS 
Ramus pubic 13 Eirht died of concomitant injuries including three 
j Ischium rami 24 with ruptured bladder. Two cases had rectal 
[lium 18 wounds—recovered. Ten cases had ruptured ure- 
Os pubis 12 thras (12.8%). 
Acetabulum 4 71 Twelve cases had sacro-iliac pain for three to five 
months, all recovered and returned to work. 
FEMUR 
Neck 4 One fracture neck died of confinement to bed— 
. , aged woman. 
Upper third 15 Two fractured neck had fibrous union only fair 
; : function. 
, Mid third 14 One fracture upper third died of anesthetic ac- 
; E cident. 
4 Lower third 9 Three had operative reductions with two plates 
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Outer condyle 
Inner condyle ..... 9 53 











Three had shortening of one inch to one and one- 
half inches. One had general recurvatum due to 
ambulatory treatment, account prostatic disease. 
All others returned to work and had good func- 
tion. 


Patella ae: i ae 1 6 6 Six cases including one compound were operated 
for separation of fragments. Six cases had no or 
slight separation—good function in all cases but 
one elderly man, who walks with cane. 

TIBIA 
eS arora 3 3 3 
Tuberosity ...... : 5 5 5 
SHAFT 

Upper third 3 2 2 Three compound operated, one open reduction. 

masa third ............. 10 7 3 6 4 Two compound, operated. Stiffness of knee and 

Lower third .......... 10 8 2 8 2 ankle joints common—all returned to work. 

Internal malleolus. 31 61 29 2 29 2 All returned to work. 

FIBULA 

Upper 3rd, head...... 10 10 16 Mostly simple fractures without displacement— 

Shaft mid 3rd ....... 10 9 1 1 good results—all returned to work. 

Ext. malleolus ......... 25 22 $8 22 28 

Shaft lower 3rd. 3: 33 33 

Both bones leg.. 42 42 31 11 30. 12 Eleven compound fractures operated; one open re- 
duction—plate. One infected case—result poor; 
one inch shortening and backward angulation— 
healed after bone transplant. 

Potts fracture .... 2” ? 12 8 71 8 Anatomic result good. Functional results fair to 
good. Economic results excellent. Ail returned to 
work. Stiffness of joint common for several 
months. 

TARSAL BONES. 

Astragalus ; 19 19 15 4 15 4 Compound cases are all operated. Two cases had 
astragalus removed. Two cases exposure of joint. 
Stiffness common for long period. All others re- 
turned to work. 

Os Calcis 18 18 12 4 11 5 One case open reduction. All compound cases op- 
erated--four. Results only fair in cases with dis- 
placement of fragments. 

Seaphoid .......... 16 All recovered, all returned to work. 

| ee 12 No compression fractures observed. 

Int. Cuneiform 1 Period of disability about eight weeks. 

Mid Cuneiform .. 2 

Sesamoids .................015 47 No permanent disability. 

TOES 

Metatarsals 399 399 About eleven per cent compounded with destruc- 

tion of soft parts. (See comments). 

Phalanges .. 867 Many compounded with destruction of soft parts. 

3473 119 135 & 
THE RELATIONSHIP OF PEDIATRICS ~ edge of the psychology of childhood is as 
AND PSYCHIATRY essential to the pediatrician as is the knowl- 
- TL r > ‘ i a T ° . ° . , 
FRANKLIN P. — M. D., edge of disease, as it is an integral part of 
FRANKLIN G. EBAUGH, M. D.. the development of the child and without it 
Denver, Colo. one cannot understand many of the factors 

(Read before the Medical and Surgical Associa- influencing human growth.” Since the ped- 

tion of the Southwest, meeting in Albuquerque, iatrician has the first years of a child’s life 


New Mexico, November 10, 1928.) 

During the past decade the need for a 
closer association between the pediatrician 
and psychiatrist has rapidly developed. This 
trend was well shown by Dr. Holt’ in his 
presidential address before the American 
Pediatric Association in 1923, as well as in 
the chairman’s address of the Pediatric Sec- 
tion of the American Medical Association, 
by Veeder’ in the same year. Both men 
strongly advocated the importance of con- 
sidering the mental development of the child. 
For instance, Dr. Veeder states, “A knowl- 


under his supervision, he has an unusual 
opportunity to consider the emotional needs 
of the child. In his studies of childhood’s 
physical needs and development, the pediatri- 
cian has an excellent chance to study and to 
modify behavior development. Behavior 
represents the response of the child to his 
environment. This means the study of the 
child as a whole and his total response to 
the demands of his environment. The en- 
vironment may be studied in terms of paren- 
tal ideals and management as well as from 
the viewpoint of the child’s contacts in the 
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home, community and school. Imitability, 
suggestibility, love of power and attention, 
and plasticity of personality are all common 
to the normal child, and the pediatrician, by 
a wise knowledge and use of these traits, 
can greatly modify behavior responses. A 
joint working program developed by the ped- 
iatrician and psychiatrist should result in 
making more effective the work of each 
specialist. The consideration of the child as 
a whole should make more interesting the 
pediatrician’s contacts and even further 
broaden his scope in the field in which he 
excells, mainly that of preventive medicine. 

All psychiatrists’ agree that the beginning 
of serious neuroses and psychoses often dates 
back to the pre-school years when the emo- 
tional needs of the child are so often ne- 
glected and misunderstood. The first and 
most important emotional need of the child 
is security. The feeling of security is con- 
sidered the best foundation for mental health 
that is available. The child’s material sur- 
roundings should be stable; but what is 
much more important, he should be made to 
feel wanted and loved, that nothing is too 
much trouble for his comfort and that his 
place is established among his social group 
and fellow beings. Steady parental love and 
interest, never-failing courtesy between par- 
ents and children, meeting the child’s ex- 
pectations with consistency and frankness 
of opinion, mean the development of secur- 
ity. Security can be present only where 
there is harmony in the home. Lack of se- 
curity results in feelings of inadequacy and 
inferiority which usually arise on the basis 
of favoritisms, antagonisms and jealousies 
in the home. For instance, a consistently un- 
favorable comparison between brothers and 
sisters leaves a serious emotional scar of in- 
feriority feeling that may handicap the child 
throughout life. 

The second emotional need is that oppor- 
tunity should be given for the child’s desire 
for growth and freedom to be satisfied. In 
this connection it has often been stated that 
growing up is a stage to stage process and 
if the child misses one stage, usually on the 
basis of faulty management by his parents, 
he is deprived of valuable experiences neces- 
sary for his mental adjustment. The oppor- 
tunity for growth during the preschool 
period is offered by meeting the following 
definite mental requirements: first, having 
the child placed in a social group of chil- 
dren of his age as early in life as possible, 
preferably as early as the first or second 
year; and second, having the child assume 
an active attitude in the face of difficulties 
early in life. This means having the child 
meet his own problems and avoiding having 
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his parents fight his battles for him. Where 
fears for the safety of the preschool child 
are permitted to rule in the home, the child 
is inevitably denied that freedom through 
the exercise of which alone he can develop 
into a responsible social being. 

The third emotional need is that of “‘a con- 
crete ideal embodied in the parent.” Here 
again we see the importance of the influ- 
ence on the growing child of the parents’ 
own day by day life. The child needs to dis- 
cover and utilize his own abilities and set his 
own standard for achievement and this is 
possible only where parents furnish a prop- 
er example and so help to meet the problem 
of guidance of their children. 

The fourth emotional need of the child is 
companionable parents. Companionable par- 
ents meet a definite developmental need of 
the child in that this relationship furthers 
an opportunity for the child to confide in 
them, it offers a safety valve and gives the 
child a chance to have life interpreted for 
him. Unless youngsters are given the oppor- 
tunity to talk themselves out, to ventilate 
their own views and outline their own plans, 
they are not likely to be in a mood to con- 
sider the views and plans of adults. The sug- 
gestion of a parent, a friend or counselor is 
well worth while. When a child’s reactions 
are supplemented by those of an adult he 
is more likely to come to sound conclusions 
than by following the method of relying 
wholly on his own judgment. 

A study of a large number of clinic rec- 
ords, as well as published records, indicates 
the importance of the above four emotional 
needs of the every day child. It seems to us 
that these needs can be established in the 
clinical studies and contacts made by the 
pediatrician and that the pediatrician should 
accept that, in addition to the standards of 
physical care of the child, standards of psy- 
chological care should be developed. 
CLASSIFICATION OF COMMON MALADJUST- 

MENTS DURING CHILDHOOD 

The study of several thousand records in 
the psychiatric out-patient clinic indicates 
that the majority of behavior problems in 
children could have been prevented by ac- 
cepting minimum standards of their emo- 
tional needs during the preschool period. Be- 
havior disorders and adjustment difficulties 
during childhood can be classified as fol- 
lows’. There is, of course, considerable over- 
lapping in these groups: 

I. Reactive behavior disorders — habit 

training difficulties. (Approximately 
80 per cent.) 
(a) Protest reactions. 
Lying, stealing, truancy, running 















away from home, destructiveness, 

temper tantrums, etc. 

(b) Negativistic reactions. 

(1) Refusal to eat. 

(2) Refusal to talk. 

(3) Difficulty of elimination, en- 
uresis, soiling, refusal- to per- 
mit elimination. 

(c) Withdrawal and trend reactions. 
Daydreaming, suspiciousness, fears, 
jealousy, domineering tendencies, 
hypochondriasis, sex habits, night 
terrors or sleep walking and com- 


pulsions. 
II. Toxic, physical and organic group. (15 
per cent.) 


(a) Epilepsies. 
(b) Chorea. 
(c) Sequelae of any acute infectious 
disease, epidemic encephalitis, cere- 
bral trauma and birth injuries. 
(d) Congenital syphilis. 
(e) Brain tumor. 
(f) Endocrinopathies. 
Ill. Mental deficiency. Development anom- 
alies. (5 per cent.) 
IV. Rare psychotic and 
chotic states. 

In the reactive behavior disorder group we 
see maladjustments developing in reaction 
to the situation that confronts the child, for 
instance, negativism or the desire to do the 
opposite to commands is present following 
inconsistent policies of discipline as well as 
the result of unheeded and unreasonable re- 
quests, threatening and punishment meth- 
ods. These disorders may occur in any home 
and constitute approximately eighty per cent 
of the entire clinic series. Lack of habit 
training is found in the majority of these 
cases. A study of the total environmental 
situation and contacts and of the experiences 
of the child giving saitsfaction and dissatis- 
faction, usually enables one to account for 
the disorder in conduct. The following case 
histories are illustrative of this group: 

D. G., age 2, was referred to the clinic because, 
whenever he is crossed, he flies into temper tan- 
trums and is very stubborn. His mother is unabie 
to cope with the situation. When he becomes angry 
he lies down and knocks his head against the floor 
or throws anything which may be in his hands. He 
does not hold his breath but screams and yells 
and stiffens his body. The father is even less able 
to manage him. He refuses to stay with anyone 
parents go out. If they take him to church and 
attempt to leave him in the nursery he will ery all 
of the time. There is anxiety about the father who 
has kleptomania and it is hoped that the child may 
be the means of getting the father into the clinic. 
During early infancy the family lived with paternal 
relatives. The patient was the only child in a large 
number of adult in-laws who anticipated his every 
wish. He was “lord of creation.” He particularly 
idolized the uncle who had more control over him. 
This uncle influenced the patient by telling him he 
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was a good boy but was also very firm in giving 
reasonable commands and seeing that they were 
enforced. The developmental background is normal 
He sleeps poorly, has occasional night terrors and 
usually ends up in the early morning by sleeping 
with his parents. He has very little opportunity to 
be with other children and spends most of his tim: 


with adults. The mother in general is oversolici 
tous regarding his physical condition, even going to 
the extent of being concerned because he has what 
she terms “too good an appetite.’ The child’s meals 
are irregular. 

Physical examination was very difficult because 
of incooperation. Child’s genera! nutrition, how 
ever, was normal. Examination of special system 
negative. Urine examination and blood studies neg 
ative. 

Situation: The patient’s father is a psychasthenic 
with compulsive stealing and there is considerabl: 
tension over this between the father and mother. 
The. mother is quite sensible and is very willing i 
cooperate. The child is spoiled by indulgence of 
the father and in-laws and the mother has been 
guilty of over indulgence and over solicitousness, 
also probably using the child as an outlet for her 
emotional tension over the husband’s difficulties. 
She has threatened to leave the husband if his 
stealing is not stopped and did sq for two months 
last summer but returned to him in July, since 
which time the compulsive stealing has been fairly 
well controlled. The child is quite normal as far 
as can be determined at this age. The psychological 
examination shows some retardation but this is 
probably due to incooperation and difficulties of 
evaluating intelligence at this level. The retarda- 
tion is primarily in the social field. 

Recommendations: We recommended separation 
from home in a nursery if possible; if not, separa- 
tion each day by removing the child to a day nurs- 
ery. It would be much better to have the child 
away from home completely for a period of six 
months to one year, during which time the father 
would be under treatment in this clinic and the 
mother would come in for training in child guid- 
ance. 

Here we see a reactive behavior disorder 
beginning early in life and developing on the 
basis of usefulness to the patient in that he 
usually accomplishes quite a lot by having 
his tantrums. The advice to increase his 
contacts with other children, to ignore his 
seizures and his playing up for attention, 
was given. The parents themselves were 
likewise advised to consider their own emo- 
tional problems in a thorough way and the 
father is now under treatment in the out- 
patient clinic. Here it was necessary to ad- 
vise having the child taken away from the 
home in order to give him complete habit 
training. This was accomplished by placing 
him in a day nursery as recommended fol- 
lowing the psychiatric studies. The child is 
now adjusting very well and there is consid- 
erable evidence that his parents have gained 
additional understanding of their own prob- 
lems. The treatment of any behavior disor- 
der in childhood usually consists of treat- 
ment of the home situation, especially the 
parents, and the opportunities for corrective 
modification are great. In that this child is 
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two years old, we have a behavior disorder 
of two years’ duration. The pediatrician 
could easily have detected these symptoms 
during the first few months of life and giv- 
en proper treatment. In this case we see 
where practically all of the irreducible mini- 
mum of emotional needs of the child were 
neglected. 

The following patient may also be of inter- 
est as a reactive behavior disorder: 

M. B., age 7, was referred for study in June, 
1928, because of spells resembling epilepsy. The 
onset of this trouble began in March, 1927, when 
the patient witnessed an automobile accident in 
front of her home. She became very much excit- 
ed and had her first spell, which consisted of the 
eyes rolling backward, her body stiffening, and 
falling backwards toward her mother. She contin- 
ued stiff for five or ten minutes. There was no 
frothing at the mouth or biting of the tongue. Fol- 
lowing the spells she complained of fatigue. In 
January, 1928, she had a return of these attacks 
following excitement concerning a school play she 
was in. In April, 1928, she had several more spells 
following a series of deaths in the neighborhood. 
Previous to admission to the clinic she had been 
struck by a stone on the forehead which was fol- 
lowed by a similar attack. Attacks always came on 
when there was someone near. There were no aura, 
no headaches nor incontinence. The child has been 
watched constantly by the mother for fear she will 
have a spell and the patient knew that her mother 
worried about her. A _ spell followed the decora- 
tion of graves one afternoon. Cold water and spirits 
of ammonia had a remarkably reviving effect dur- 
ing each spell. During the past year she has devel- 
oped the habit of making a gasping noise resem- 
bling belching. The personal history is essentially 
negative. She has had the usual childhood diseases 
with no sequelae. Tonsil and adenoid operation in 
April, 1928. She has made very good progress in 
school and gets along well with teachers and school 
mates. Sleep has been somewhat impaired since the 
beginning of the attacks. Child has always been 
very excitable, inclined to boss other children, very 
fond of animals and inclined to be jealous of her 
younger brother. Family history is negative. 

Psysical examination was completely negative. 
Neurological examinatoin negative. Urine and blood 
examinations negative. Blood Wassermann nega- 
tive. 

Psychiatric Examination: The child was very 
restless and fidgety during interviews. She showed 
twitchings of both arms and legs. It was possible 
to obtain her cooperation to describe the usual 
group activities correspoding to her age. She said 
that she enjoyed going to school and particularly 
enjoyed playing house and going on picnics. When 
questioned cautiously regarding spells she an- 
swered, “I had a spell last Saturday after I got hit 
with a rock. I asked mother if I would die. The 
doctor put adhesive tape over it. There must be a 
lot of fat on my forehead for it didn’t go io the 
bone.” She gives a fairly good account of spells 
described in the history and with every spell gives 
a preoccupation and association with death. ‘“When- 
ever I have a spell I am afraid I’m going to die. 
There was such a deep hole when I was hit with 
the rock. The man across the street was sick for 
a long time. He died. They took him back io Kan- 
sas to bury him. Whenever I have a spell I’m 
afraid I’m going to die. Mother is afraid too.” In 
later interviews she described numerous instanc- 
es where death had occurred in the neighborhood. 
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She is markedly absorbed in and has fantasies con- 
cerning the mystery of death. She feels that it is 
possible for people to be buried alive and states 
that she has been told this by an older girl in whom 
she has considerable confidence.| She became very 
emotional and argumentative regarding this ques- 
tion ond insisted that this older girl would not lie 
to her. All accidents indicate death to the patient. 
She gives very clearly the association of her spells 
with dying. She also admits frequently rolling her 
eyes to frighten her mother. After each spell she 
is read to by her mother, which she enjoys very 
much. In later interviews it was possible to de- 
sensitize this girl regarding death and to explain 
to her in simple terms the physical phenomena of 
death. Later reports are of inetrest in that they 
show that both parents were convinced that this 
child had a serious form of epilepsy. Following the 
explanation of examination findings to the moth- 
er, she recited many instances where the child has 
taunted her by saying, “Mother, did you think I 
was going to have a spell?” following a minor ac- 
edient when the child fell from a chair. 

The treatment recommended in this case was as 
follows: 

1. Desensitization of the mother, who feels that 
the child’s condition is serious and will progress to 
epilepsy with mental deterioration. 

2. Explanation of the phenomena of death to 
the child. 

3. Ignoring attacks. 

4. Avoid discussion of these attacks in the pres- 
ence of the child. 

5. Approbation with increased _ responsibilities 
and chores in accordance with the physical ability 
of the child. 

Later progress notes in the clinic show that the 
child has returned to school, is making an excellent 
adjustment and the spells have ceased entirely. 

These two cases illustrate the importance 
of the common sense approach to adjustment 
difficulties occurring during childhood and 
how closely these difficulties are related to 
the type of management and training given 
the child. 

In the toxic and physical group, we like- 
wise see many problems belonging to both 
the fields of pediatrics and _ psychiatry. 
States of undernutrition, in our experience, 
are usually associated with emotional insta- 
bility. Treatment of the underlying physical 
condition results in improvement. A careful 
rest regime, a well controlled nutritional 
regime, the use of sun baths, graduated ex- 
ercise, result in marked improvement. Care- 
ful consideration of the school load carried 
by each child, the avoidance of fatigue and 
too many extra-curricular activities, and 
prolonging adequately the convalescent 
period following acute infections of child- 
hood, especially scarlet fever and measles, 
are of importance in treatment as well as in 
the prevention of these disorders. The prob- 
lems of epilepsy have received additional 
consideration in the recent development of 
the ketogenic diet. The problems of this dis- 
ease are far from being solved and we doubt 
if the ketogenic diet will stand the test of 
time and prove as successful as the early 
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reports indicate. Epilepsy should always be 
considered as a symptom and not as a dis- 
ease. Complete neurological studies, detailed 
metabolic studies ruling out reflex types of 
epilepsy, should be made in each case. The 
epileptic child has a remarkable tendency to 
improve with any environmental change. 
The avoidance of special stress and strain, 
and improved elimination, along with broken 
doses of luminal, are often of great value in 
this group. Time and space will not permit 
adding a series of cases illustrative of this 
second group of common maladjustments oc- 
curring during childhood. One should stress, 
however, the point of thorough studies in 
the organic group, especially follow-up 
studies in the treatment of congenital 
syphilis. For instance, we have recently seen 
a case of juvenile paresis which was unus- 
ually well treated during the first three 
years of life, with no follow-up care during 
the next five years, and the subsequent de- 
velopment of neurosyphilis. Every child, of 
course, receives head injuries, but sequelae 
in this group are comparatively rare. 

In the mental deficiency group, the pedi- 
atrician and the psychiatrist have exception- 
al opportunities for early diagnosis. Early 
recognition means the beginning of training 
procedures. A high percentage of feeble 
minded children who receive special consid- 
eration in the public schools and training 
classes, frequently adjust in the community. 
The low types of mental defectives should, 
of course, be institutionalized early in life 
and contacts with the normal children in the 
family can thereby be avo‘ded. 

Psychoses occurring in childhood are ex- 
tremely rare and generally the psychoses 
are identical with those in adults as far as 
the symptomatology and treatment are con- 
cerned. 

The pediatrician is far in advance of the 
psychiatrist in the role that he has played 
in preventive medicine. The control of the 
acute infectious diseases of childhood, the 
marked decrease in infant mortality, the 
arousal of the public and community con- 
science regarding the necessity of immuniz- 
ing children against diphtheria and scarlet 
fever, the advance in the treatment of meas- 
les, the efficacy of using immune serum in 
poliomyelitis and numerous epoch making 
advances in medicine, belong to the pediatric 
field. In the future the pediatrician should 
take an equal part in the prevention of 
nervous and mental disorders. This is pos- 
sible, especially if he emphasizes and meets 
the demands of prevention by considering 
more carefully the mental development and 
the wealth of mental phenomena occurring 
during the preshool period. Never again will 
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there be an equal opportunity to lay the 
foundations for mental health or to improve 
the every day adjustment made by the nor- 
mal individual. This problem can be fur- 
thered by having courses in psychiatry giv- 
en as a part of the work in pediatrics, cours- 
es in habit training given by representatives 
of both fields, as well as courses in the 
psychopathology and mental hygiene of chil- 
dren. Assigning students to child guidance 
would give them contacts with behavior dis- 
orders of childhood and make clear and sup- 
p'ement the didactic work. Likewise, in the 
future, it would be easy to visualize in office 
practice a close association between the 
pediatrician and psychiatrist. Psychometric 
studies and complete mental measurements 
should be made on children referred for a 
regular health examination previously spon- 
sored and so common now in the pediatrics 
field. Surely, with the detailed physical 
studies made, mental studies should be re- 
quired for a consideration of the entire child. 
Likewiwse, the pediatrician in the future 
can utilize the service of a well trained 
psychiatric social service worker who can ob- 
tain the social and environmental data neces- 
sary for his recommendations and treat- 
ment. The social worker could also be a 
therapeutic aid to the pediatrician. Since 
both fields frequently find it necegsary to 
advise a change of environment for habit 
training, one can see the need for a training 
center or school hospital for this purpose in 
the near future. Likewise, the training of 
nurses for special work in the field of be- 
havior is a matter of future development. 
Furthermore, it certainly will be very stimu- 
lating to the psychiatrist and broaden his 
viewpoint materially, if a closer association 
can be established with the pediatrician. It 
will also help the psychiatrist never to over- 
look a physical basis for undesirable habit 
and personality defects, as, of course, it is 
essential in any clinical work to consider the 
physical basis first. 
SUMMARY AND CONCLUSIONS 

A closer association can be developed be- 
tween the pediatrician and psychiatrist in 
the following ways: 

1. Consideration of the entire child and 
his emotional needs. 

2. The teaching of mental hygiene as 2 
part of the regular course in pediatrics in 
medical school, supplemented by clinics and 
out-patient work. 

3. The pediatrician should take a leading 
part in the mental hygiene movement and 
thereby be a forceful ally in the preventive 
work in the field of psychiatry. 

4. The pediatrician of the future will 
need to develop facilities in his practice for 
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the study of the complete child, such as hav- 
ing a social worker and a special nurse for 
this purpose. Routine mental measurements 
should be a part of the developmental studies 
already perfected by the pediatrician. 

5. Both specialties can better serve the 
public health requirements of the commun- 
ity by closer cooperation and understanding 
of the guiding principles of behavior study 
and modification. 
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DISCUSSION 

_ Dr. N. H. BRUSH, Santa Barbara, Cal. (open- 
ing): There is one point Dr. Gegenbach brought up 
that I think should be emphasized. Everyone knows 
that mental disease is the most important question 
before the medical profession today, many more 
times so than tuberculosis or any other discase. 
Everyone also knows that many times mental trou- 
bles can be prevented, if recognized in childhood 
and properly cared for. It is not only the pediatri- 
cian who should be specially trained, but every 
medical man should be specially trained. Unfortu- 
nately, there are comparatively few pediatricians, 
but as this class of patient is seen by the family 
physician, by the surgeon and by the specialist in 
other lines, every medical man should have a work- 
ing knowledge of psychology sufficient at least to 
recognize mental diseases when they are there. 

I think Dr. Gegenbach is to be very much con- 
gratulated upon the points he made in his very 
excellent paper. Modern psychology is still unable 
to offer a cure in the large majorities of the psy- 
choses, but it can, should and must stress the need 
of early recognition of these cases. The patients the 
psychiatrist usually sees are the dementia praecox, 
at the age of 25—when the damage is done. Cure 
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is possible—yes, but the cure should have been 
started, not at the age of 25, but at the age of 2, 
and that child’s environments and the influences 
around him should have been watched and the path 
cleared for his development in the future. In that 
regard, just this last summer I had three men at 
one time, patients of mine, and these three men 
showed most emphatically the need of our keeping 
the child free of any inferiority feeling, which was 
one of the points brought up by Dr. Gegenbach. 

The first was a man of about 50, who started off 
in life as a member of a family well known in this 
country on account of its manufacturing ability. 
This man grew up in an atmosphere of artistry. 
He was a painter of more than average ability and 
very fond of music. However, he was not allowed 
to follow his natural pursuits, but was remanded 
into the factory, where he became dissatisfied and 
discouraged, but remained on account of his moth- 
er, whose desire it was that he carry on the busi 
ness. 

The second man was a violinist of more than 
average ability, ability which enabled him to go 
on a tour with Schumann-Heinck. While he was 
at the age of 34, his mother still had him under 
her thumb. He could not live the life he wanted to 
because his mother was sabolutely dominant. His 
mother still called him “her baby.” The man drift- 
ed into alcoholism as a relief from that home influ- 
ence from which he had never been able to emanci- 
pate himself. There were four brothers and only 
one of these amounted to anything and this one 
migrated from California to Boston, where he be- 
came prominent. He got away from the family and 
from the influence which dominated a feeling of 
inferiority. 

DR. KARL A. MENNINGER, Topeka, Kansas: | 
want to express my appreciation of Dr. Gegen- 
bach’s paper. I have been impressed with the ‘act 
that there are a great many more papers and lec- 
tures given in connection with feeding problems 
than there are with industrial problems and it is a 
relief to me to hear a paper like this one. I am 
cursed with optimism and, of course, cannot con- 
cur with the opinion that the vast majority of our 
psychoses are incorrectable. Most of them are cor- 
rectable and occasionally the psychiatrist can stand 
along the side lines and get some of the credit. A 
a matter of fact. however, while the parents come 
in for a good deal of condemnation in some of 
these cases, the responsibility sometimes lies with 
the grandparents, and we all know what our par- 
ents think of our children. 

DR. M. K. WYLDER, Albuquerque, N.M.: I think 
we are all to be congratulated on hearing Dr. 
Gegenbach’s paper. He has brought us something 
of real value. Speaking of Dr. Menninger’s criti- 
cism of grandparents, I think the grandparents are 
to be forgiven, as probably most of them feel they 
made such miserable failures of their own children, 
they want to try different tactics with the grand- 
children. 

It is time for us now to study children and that 
is what Dr. Gegenbach is doing. There is no limit 
to what can be accomplished and the training of a 
child is the most important thing. The only thing 
we can do when we leave this world, as all of us 
must do, is to leave some children and the only 
thing that is worth while is to have them properly 
trained. There is nothing that can take the place 
of sensible parents, but this work Dr. Gegenbach 
has brought to us today has something of value to 
us all and I have thoroughly enjoyed hearing it. 

DR. GEGENBACH (closing): Dr. Menninger un 
fortunately came in late, so did not hear me sa) 
this paper was also written by Dr. Ebaugh, or | 
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do not think he would have had occasion to be so 
complimentary to me had he known that fact. 


I think this subject is one of the most important 
things we can bring to the attention of the profes- 
sion. We feel it is up to the profession to watch 
out for these cases. Perhaps I should not have used 
the title I did—perhaps I should have used “In- 
terrelatjonship.” We recognize the fact, after all, 
that it has to come down to the general practition- 
er. In fact, I personally believe that the doctor who 
specializes in children—no matter whether he is a 
so-called general practitioner, or specialist to some 
extent in his own speciality with children—that 
man is the man who is going to do the most good, 
because he sees these things developing from the 
cradle up. I believe we often hear the exprssion 
that the old-time family physician is dying out—I 
mean the man in the olden days who treated any- 
thing and everything. Now, to my mind, the man 
who is working with children is the man who is go- 
ing to be the old-time family physician. He has to 
deal with the home, and the whole family. He has 
to deal with the parents, the grandparents, the 
uncles, the aunts, and also last, but by no means 
least, the neighbors—so that the man who is deal- 
ing with the children has to have a broad viewpoint 
and he has to learn the problems of the family 
and help the family solve these problems. I real- 
ize this all takes time. 

If you will recall, in my paper, I said the thing 
I was recommending was that there be a closer 
relationship of the men necessarliy working with 
children. The medical student of the present day, 
and especially of the future, is going to hear more 
about the interrelationship of all the so-called spe- 
cialists. He will have a chance to develop a nor- 
mal body, mentally as well as physically. 


I am wondering whether we cannot hurry this 
thing a little bit. I have an idea, if we can get it 
over to the school authorities, that we can do a 
great deal in the schools. When we put the chil- 
dren in school, we do so for two or three reasons 
primarily. The first reason should be, not an ed- 
ucation, but education and good health—that is the 
thing that should be brought to the mind of the 
children. Children are wonderfully adaptive and 
open to suggestion, and if you start early enough, 
and start with good health (and good health needs 
not only healthy bodies but healthy minds), you 
will be accomplishing a lot. The next thing they 
should learn is how to become good fathers and 
mothers. Unless we learn how to become good 
fathers and good mothers, we are never going to 
get anywhere. You cannot undo what has happened 
to an adult, and the only hope in the future that I 
see is that each generation is going to be a little 
bit better because it is going to have a better start 
in life. In view of the fact that the present fathers 
and mothers have not been properly trained them- 
selves, how can they properly train their children? 
The only thing you can do is to do what you can 
by proper education. We have now a Child Re- 
search Council in our medical schools, who started 
out with the idea that they were going to study by 
the x-ray the development of the child right from 
birth. I believe that Council is going to get some- 
where. It is going to gather some material we are 
going to utilize in making better children. So, as I 
have said before, I am not talking simply as a 
pediatrician (he sees comparatively few children 
and he usually sees the more difficult cases), but 
as the general practitioner and it is the general 
practitioner who has to observe these things and 
put them over. For that reason I feel the coming 
generation are the ones who ought to be trained. 
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CLINICAL SIGNS AND MANAGEMENT 
OF CHRONIC CHOLECYSTITIS 
FRANK J. MILLOY, M. D. 

Phoenix, Arizona 
(Read before the Arizona State Medical Associa- 
tion at their annual meeting, held in Tucson, April 

19-20, 1928.) 

Few subjects are of more interest to the 
clinician at the present time than chronic 
cholecystitis. There are probably several 
reasons for this. One is the increasing prev- 
alence of this condition. Another is the im- 
proved methods for diagnosis which have 
been developed the last few years, the most 
outstanding being the Graham-Cole method 
of cholecystography. And another reason is 
the very formidable question of the most 
satisfactory way to treat these patients. 

There are a few matters which are pretty 
well agreed upon in regard to the gall-blad- 
der: First, that it acts as a concentrator for 
the bile; second, that it serves as a storage 
reservoir for the bile in a very small capac- 
ity; third, that the digestive process adjusts 
itself very readily to the removal of the gall- 
bladder without any ill effects. 

The investigations of Rosenow and others 
have, to a great extent, cleared up the etiol- 
ogy of chronic gall-bladder infection. There 
are several avenues of infection: (1) through 
the hepatic artery; (2) through the portal 
circulation; (3) by ascending to the gall- 
bladder from the duodenum when the bile is 
not flowing (this might occur when there is 
an absence of free HCl in the stomach, be- 
cause when HCl is present the duodenal con- 
tents are generally sterile) ; (4) through the 
lymphatics; (5) by extension from infec- 
tion in cont guous organs. 

Rosenow’s work on the elective localiza- 
tion of bacter‘a is strong evidence that in- 
fection reaches the gall-bladder through its 
arterial blood supply. He has demonstrated 
that a gall-bladder strain of organism, when 
injected into laboratory animals, localized in 
the gall-bladder in eighty per cent of cases, 
and, furthermore, that twenty-nine per cent 
of the animals receiving gall-bladder organ- 
isms, showed lesions in the stomach and 
duodenum. Also gall-bladder lesions were 
produced in twenty-one per cent of the ani- 
mals receiving ulcer strains. These organ- 
isms must reach the gall-bladder through 
the hepatic artery. Under normal conditions 
the liver and gall-bladder are believed to de- 
stroy organisms reaching it, but when large 
numbers occur at one time, when the health 
of the body tissues is impaired or the nor- 
mal resistance is reduced, it is easily seen 
how infection gains a foothold in these or- 
gans. Such infections as typhoid fever, ton- 
sillitis, sinusitis, empyema, pneumonia, puru- 








JUNE, 1929 





lent appendicitis, when they antedate gall- 
bladder disturbance, must be considered as 
etiological factors. The older clinicians paid 
considerable attention to a history of ty- 
phoid fever in suspected gall-bladder disease. 
But, in spite of the widespread typhoid 
prophylaxis by modern preventative medi- 
ene, gall-bladder disease is increasing. 

With all due respect to the acute infec- 
tions, it is more than probable that the 
chronic foci of infection play the largest role 
in the etiology of chronic cholecystic disease. 
Teeth and tonsils are the main offenders. 
Ochsner said, shortly before he died, that he 
could trace the history of the majority of 
his gall-bladder cases back to the age of 
twenty or before. Up to this age the tonsils 
are probably the main foci because after this 
age they tend to atrophy. Then the teeth 
become the foci. It has been estimated re- 
cently that eighty per cent of gall-bladder 
disease cases occur in women who have been 
pregnant. It would seem, then, that hepatic 
function is impaired at this time, rendering 
the liver less resistant to the invasion of 
bacteria from the chronic foci, which, under 
normal conditions, would be destroyed by 
this organ. 

Closer co-ordination between the surgeon 
and medical man has simplified abdominal 
diagnosis. Such diagnoses as chronic dys- 
pepsia, gastritis, gastralgia, indigestion, in- 
testinal intoxication, hyperacidity and bil- 
iousness are no longer made. Instead, they 
are recognized as being symptoms of the ab- 
dominal triad; gall-bladder disease, peptic 
ulcer, or inflammation in the appendix—al- 
ways bearing in mind a fourth affliction, 
namely, cancer. 

One of the commonest errors in diagnosis 
is failure to recognize multiple pathology. 
Many times a very definitely diseased ap- 
pendix has been removed with little, if any, 
relief to the patient because, in fifty per 
cent of cases of chronic appendicitis, the 
gall-bladder also is diseased. It is always 
necessary to differentiate between gall-blad- 
der disease and peptic ulcer. Uncomplicated 
peptic ulcer, as a rule, has a clear cut his- 
tory of distress recurring at a regular inter- 
val after meals, which is associated with 
free hydrochloric acid in the stomach, and is 
relieved by the ingestion of food or alkalis, 
so that the diagnosis is quite evident. But it 
must be remembered that fifteen per cent of 
all cases of peptic ulcer have an associated 
gall-bladder infection, which may be silent 
at the time of ulcer diagnosis and then flare 
up after the ulcer has been healed. 

Gall-bladder cases may be conveniently 
divided inte three groups: (1) patients who 
have acute attacks of colic and are free from 
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symptoms between attacks, (2) patients 
having acute attacks of colic, with symp- 
toms of chronic stomach disorder between 
attacks, and (3) patients having no attacks 
of colic but the usual digestive symptoms. 
The great majority of gall-bladder patients 
come under the last group. They complain 
mostly of gaseous distention occurring about 
thirty minutes after a full meal, accom- 
panied by belching, and are usually consti- 
pated. Otherwise they have no signs or 
symptoms referable to the gall-bladder. Ten- 
derness may occur over the region at infre 
quent intervals but may never be discovered. 

In completing the examiation of suspected 
gall-bladder disease, a careful history often 
gives invaluable information. Any history 
of jaundice, or a history of an acute stom- 
ach attack, with or without pain, is path- 
ognomonic. The icteric index and quantita- 
tive van den Bergh often give conclusive evi- 
dence. They will show an increase in the cir- 
culating bilirubin which is not of sufficient 
intensity to produce clinical jaundice. The 
van den Bergh will also differentiate be- 
tween obstructive and hemolytic jaundice. 
By repeating the test in obstructive jaun- 
dice, the surgeon can select the most advan- 
tageous time to operate. That time would 
be when the serum bilirubin level became 
stationary. It would be dangerous to oper- 
ate with a rising bilirubin. And if the level 
of the bilirubin were falling, the lower it 
would fall, the more assurance he would 
have against hemorrhage. 

Since the Graham-Cole method of chole- 
cystography has been introduced, we have 
examined over 400 cases of suspected gas- 
tro-intestinal disease. A surprising result of 
this series has been the relative infrequency 
of peptic ulcer and the great prevalence of 
diseased gall-bladders, as evidenced by im- 
paired function. Time does not permit going 
into the detail of the statistics of this series 
but, briefly summarized, it is as follows: Of 
these 400 cases, about 200 of them were pa- 
tients who merely presented themselves for 
diagnosis and, after receiving instructions 
about their diets, etc., have been lost track 
of. It is probable that a fair percentage of 
these have been relieved. 

Of the remaining 200 cases, seventy have 
come to operation. To these seventy, the 
usual operative statistics apply. About for- 
ty per cent are completely cured, about for- 
ty per cent are partially relieved and are 
gradually improving, and about twenty per 
cent unimproved. We have one consolation 
about this twenty per cent of unimproved 
patients. The progress of the disease has 
been checked. It is seldom that a patient 
becomes any worse after operation has been 
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performed. In this forty per cent group of 
patients who are improving, lies the great- 
est aid of medical treatment. It is a serious 
error to tell people that, two weeks after 
they are operated upon and walk out of the 
hospital, they will be relieved of a long train 
of digestive symptoms from which they 
have suffered for several years. It usually 
requires from six months to a year, and 
sometimes two to three. years, to correct 
these symptoms, and unless these patients 
are kept under supervision, they drift along 
and often the quack gets the credit for the 
cure. 


The remaining 100, and some, cases are 
under more or less close observation. Many 
of these are relieved to such an extent that 
they consider themselves cured. Most of 
them have occasional digestive attacks last- 
ing variable periods. Not a few are merely 
marking time until they will have to come 
to operation. We have no evidence yet to 
assume that those patients who are relieved 
are cured. Statistics show that eight per 
cent of adults past forty years of age, com- 
ing to postmortem, have gall-stones. And 
forty per cent have some degree of chronic 
cholecystitis. So that these patients who are 
free from symptoms are merely enjoying 
remissions. 


The treatment of chronic cholecystitis is 
not all surgical; neither is it all medical. It 
is probably better to say that the treatment 
is medical with surgery as an indispensable 
adjuvant. It is not all medical because, as 
far as we know, there is no drug in the 
armamentarium of present day medicine 
which alters very much, if any, the path- 
ology of chronic cholecystitis. It is not all 
surgical because the end results of surgery 
are far from flattering. A San Francisco 
surgeon recently reported the average dura- 
tion of symptoms of 100 cases coming to 
operation to be twenty years. Herein lies 
the explanation of surgical failure. Postmor- 
tem examination has repeatedly demonstrat- 
ed that the chronic infection involving the 
walls of the gall-bladder is a very minor part 
of the pathological picture. And that there 
is also present a chronic inflammation ex- 
tending into the liver, the pancreas, the bile 
ducts, the duodenum and the _ intestines. 
When this inflammatroy process reaches the 
walls of the intestine it affects the plexus of 
Meissner and Auerbach. This produces a 
spastic colon, which is very often one of the 
most troublesome and persistent afflictions 
of the gastrointestinal tract. From our pres- 


ent knowledge, we infer that the gall-blad- 
der is the starting point of this general in- 
fection. We may have to retract this some 
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day, if it can be proved that this condition 
develops just the same if the gall-bladder 
has been removed in early life along with 
the appendix. The appendix, by its treach- 
ery and mortality, has established itself in 
the minds of the public long ago. The mor- 
tality from gall-bladder is negligible but its 
morbidity is immense. And because it lacks 
this treacherousness of the appendix, it 
has not established itself in the minds of 
the public yet, and so is allowed to proceed 
with its morbid process. It is surprising 
how few of the laity know that the removal 
of the gall-bladder is compatible with life. 
And there is no small amount of propaganda 
about how long one may live after chol- 
ecystectomy, and all the symptoms which 
may be present or occur as a result of hav- 
ing no gall-bladder. 


It is not the amount of pathology present 
which brings the average gall-bladder pa- 
tient to surgery, as might occur to one at 
first thought. But it is the symptoms the 
patient is having. That one patient, with 
only a very slight infection, will have many 
symptoms, while another with a very ad- 
vanced infection, and even with stones pres- 
ent, may be symptomless, is the common ex- 
perience of every one. If the severity of the 
symptoms were any criterion of the extent 
of the infection, we might have some better 
means of selecting the patients for surgery. 
But since it has been proven how widespread 
chronic gall-bladder infection is and how 
we are at its mercy, the gall-bladder will 
have to be condemned in early life, along 
with the appendix, and removed whenever 
there are symptoms suggesting its involve- 
ment, because, in the words of Moynihon, 
the function of the gall-bladder as an adju- 
vant of alimentary digestion is slight and 
operative experience suggests that it is al- 
most negligible. 


Such a procedure is more along the lines 
of prevention and is of little value in re- 
lieving the great number of people, both op- 
erated and unoperated, who suffer from 
chronic cholecystic disease. Probably the 
most important factor in melical manage- 
ment of this condition is diet. The physiolo- 
gists have contributed some valuable _ in- 
formation about regulation of diet. When 
the stomach is at rest, the sphincter of Oddi 
is closed. During this time, the gall-bladder 
fills up with bile. If it has lost its elasticity 
through infect‘on in its walls, it will be un- 
able to contract and empty when the normal 
stimulus, i.e., the food, arrives. This pro- 
duces distress. Therefore, it is advisable 
that patients do not go for long periods 
without eating. Patients often have most 
distress after fasting for a time and then 
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starting to eat. This explains why many pa- 
tients are relieved of these gall-bladder 
symptoms when placed on ulcer treatment. 
The frequent small feedings keep the gall- 
bladder empty and improve its tone. Several 
workers have discovered valuable informa- 
tion by studying the effects of removal of 
the liver in animals. They have found that, 
after the liver is removed, there is a marked 
decline in the blood sugar level in the cir- 
culating blood. They have also found that, 
when the liver is removed, the formation of 
urea from the waste products of protein 
metabolism ceases. These waste products 
are toxic and are ordinarily converted into 
the non-toxic urea for excretion in the urine. 
Therefore, whenever gall-bladder disease has 
progressed to the stage where there is im- 
pairment of the hepatic cell and liver dam- 
age has occurred, the diet should include a 
high sugar content and be free from protein. 
This also explains the very marked improve- 
ment in patients who have received intra- 
venous injection of glucose when suffering 
from shock or other interference with the 
heat regulating center. 


In uncomplicated gall-bladder disease, one 
of its characteristics is food selection. Many 
patients know exactly what they can eat 
with comfort and just what will produce dis- 
tress. As a rule, however, meat produces 
distress in all gall-bladder patients. Gener- 
ally speaking, the diet shoud be bland. It 
shoud contain a slight excess of fat, because 
fat stimulates the gall-bladder to empty. It 
should not contain greasy fried foods, condi- 
ments, pickles, rich pastry and raw foods. 
Cooked vegetables and fruit should be in- 
cluded unless they produce too much dis- 
tress and a very important factor is the es- 
tablishment of regular habits—eating at 
regular hours, abstinence from food late at 
night. The stomach is better if empty at 
bedtime. Often reduction in the amount of 
tobacco used by heavy smokers will relieve 
many digestive symptoms referable to the 
gall-bladder. 


After diet, the next important procedure 
is to relieve the altered gastric and intes- 
tinal functions. Failure to obtain this relief 
is the cause of practically all the symptoms 
of gall-bladder disease aside from pain and 
colic. The altered gastric function is best 
controlled by the bromides combined with 
belladonna. The alkalis rank next in effec- 
tiveness and sometimes these give complete 
relief. The various preparations containing 
bile salts are of little value, apparentiy. 
They are supposed to stimulate the flow of 
bile. But in the usual uncomplicated case 
the symptoms are not due to interfertnce in 
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the flow of bile. In fact, the bile flows along 
in its usual manner regardless of the func- 
tion of the gall-bladder. And it has been 
proved that a meal containing fat is much 
more effective in emptying the gall-bladder. 
So bile salts are generally inert. 


The most difficult altered intestinal func- 
tion to relieve is constipation. This symp- 
tom is seldom absent in gall-bladder disease. 
The use of all laxatives and cathartics is to 
be condemned, because the inevitable result 
of this is an irritable colon which often be- 
comes more of a menace to health than the 
gall-bladder itself. The diet aims at relieving 
constipation, but very often it is impossible 
to have the proper foods on account of the 
gastric distress they will produce. The per- 
sistent use of olive oil enemata at bedtime, 
followed by a very small plain water enema 
in the morning, will very often give results. 
In addition to this, the ordinary mineral oils 
and preparations containing agar-agar may 
be given. But in spite of all this, many pa- 
tients believe they must have their periodic 
round of calomel in order to get relief. 


Lyons duodenal drainage has a definite 
place in the treatment of chronic cholecystic 
disease. It probably is most effective in 
cases who have had cholecystectomy per- 
formed. It is said that if you would arouse 
criticism, make a statement which is con- 
trary to facts. Few subjects have received 
more criticism, both adverse and favorable, 
in recent years, than duodenal drainage. But 
the majority of this criticsm has been ad- 
verse. 


CONCLUSIONS 
1. The incidence of gall-bladder diagnosis 
is increasing, mainly due to improved meth- 
ods of diagnosis, and physiological investiga- 
tions. 


2. Chronic foci of infection play the chief 
role in etiology, although acute infections 
must be considered. 


3. If we would eliminate the morbidity 
of chronic gall-bladder disease, and increase 
the good results of surgery, earlier diagno- 
sis will have to be made, accompanied by 
choecystectomy. 


4. The routine treatment of all cases 
should consist of complete eradication of all 
chronic foci of infection, careful supervision 
of all operated cases for six months to one 
year, or even longer, after operation, strict 
dietary regimes, and the relief of the altered 
gastro-intestinal functions. 
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COMPLICATIONS FOLLOWING GASTRO- 
ENTEROSTOMY. 


(Discussions of Case 14332, Case Records 
of Massachusetts General Hospital, New 
Eng. Jour. of Med., Oct. 4, 1928, page 686.) 

CASE RECORD 
Case 1. (Group 1.) 

An American club steward twenty-four years old 
came to the Emergency Ward August 13 complain- 
ing of dull pain in the left upper quadrant. 

Three years before admission, after a heavy meal 
of clams, he had considerable sharp epigastric pain 
and for a month vomited everything he ate. Dui- 
ing the next two years he had about a dozen sim- 
ilar attacks brought on by not eating regularly, 
lasting a day or two and relieved by frequent eat- 
ing and rest. For ten months his appetite had been 
poor. In the January before admission he had a 
very severe attack. X-ray examination in the Out- 
Patient Department showed the stomach normal in 
tone and position. It contained a trace of barium 
at the end of six hours. There was a persistent ir- 
regularity involving the first portion of the duo- 
denum. He was put on a six-meal diet, but because 
of his work was not able to keep to it. He had an- 
other severe attack a month before admission and 
one a week before. For three days he had had dull 
pain in his upper abdomen, worse in the left upper 
quadrant, not radiating. He had felt nauseated. 
Since the evening before admission he had vomited 
eight or nine times. He had never noticed blood 
in vomitus or stools. 


His father died of heart trouble. One brother 
died of tuberculosis and a sister had it. 

Before he was twelve he had accidents in which 
both bones of both forearms and the left clavicle 
were fractured. Eight years before admission he 
had tonsillectomy and adenoidectomy. For six years 
he had frequently had a granular area on the lower 
lids. At twenty he had submucous resection. He 
had frequent head colds and occasional sore throats. 
His urine was occasionally smoky. 

Clinical examination showed a well developed and 
nourished man with very marked pyorrhea and 
much dental repair. Cervical glands enlarged. Ton- 
sils scarred from previous removal—good result. 
Apex impulse of the heart not seen or felt, no en- 
largement to percussion. A slight systolic murmur, 
best heard at the apex. Sounds, action, pulses and 
arteries normal. Blood pressure 120/80. Lungs 
normal. Abdominal tenderness, greatest two inches 
above the umbilicus. Slight tenderness over Mc- 
Burney’s point. No masses, spasm or distention. 
Rectal examination, pupils and reflexes normal. 

Before operation temperature 98.4° to 100.4°, 
pulse and respiratios normal. Amount of urine not 
recorded, specific gravity, 1.028 to 1.030, no albu- 
min, rare leukocytes in the sediment of one of two 
specimens. Leukocytes 9,000. Wassermann nega- 
tive. 

The morning of August 14 there was practically 
no abdominal pain or tenderness. August 16 opera- 
tion was done. The patient did well after it, with- 
out pain or nausea for a week. The night oof Aug- 
ust 23 he vomited. The next morning lavage was 
attempted unsuccessfully, although he vomited an 
extremely large amount at the time and had no 
vomiting for the rest of the day. He continued to 
vomit greenish material for the next two days. The 
abdomen was soft, the wound clean, the tempera- 
ture not elevated. He was having 1/100 grain of 
atropin every four hours with no symptoms except 
possibly tachycardia. The night of August 25 he 
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had a “tetanic” convulsion. The next day the blood 
chlorides were 404, the non-protein nitrogen 172, 
the CO: tension —67.66 volumes per cent. 

August 27 a second operation was done. Three 
days later the patient was still very sick, vomiting 
considerable dark green material. The stomach tube 
was left in for constant drainage. September 2 the 
non-protein nitro;tn was 36, the blood chlorides 
512, the CO. tension 72.4 volumes per cent. 

September 3 a third operation was done. Two 
days later the patient was in poor condition. The 
stomach tube was still in place, drainage more than 
his intake. He vomited rarely. He was given sub- 
pectorals. September 8 he was definitely better, 
with no pain. The tube was removed. He took wa- 
ter without vomiting. Liquids were gradually in- 
creased, and soft solids were added. September 25 
he was discharged. 

October 5, two weeks after his decharge, he was 
seen at the Out-Patient Department. He felt well, 
had a good appetite, and had gained twelve pounds 
in the two weeks. The scars were clean and solid. 


Discussions by Yavapai County Medica! 
Society and Medical Officers of Fort Whip- 
ple, Arizona, at their meeting of March 5, 
1929. Group III. 


DR. I. D. LOEWY, Whipple, Ariz.: 

We can not approach this case in the classical 
way we usually approach the cases given us to 
solve, for several reasons, the most important be- 
ing that this patient had a surgical condition which 
was operated upon three times. Usually we start 
with the presentation of the facts, then the differ- 
ential diagnosis and finally a diagnosis. In this 
case it is essential to make a diagnosis first in 
order to estimate what operations were done and 
what happened in between these operations. 

We have a young man of twenty-four, a club 
steward of irregular habits, who complained of ab- 
dominal trouble, vomiting and pain for three years. 
Our attention is naturally invited to the stomach 
and duodenum. The x-ray helps considerably; at 
the end of six hours there is a small amount of 
barium residue in the stomach, and there is some 
irregularity in the first portion of the ducdenum. 
Given a male of twenty-four with this picture we 
can think only of a duodenal ulcer, although we can 
not always rule out gastric ulcer where the dividing 
line is so close. There is only one other thing to 
think of here and that is carcinoma, but we feel 
this man is too young. It is noticed that he has a 
systolic murmur at the apex, which we think has 
no special bearing on the case; normal urine, slight- 
ly concentrated and with rather high specific grav- 
ity; tenderness in left upper quadrant; blood pres- 
sure normal. Here is a case of duodenal ulcer 
which was operated. He vomited eight or ten times 
the night before admissoin. He had very slight 
tenderness over McBurney’s point; we immediate- 
ly think of appendicitis, but with the nromal blood 
count and pressure, no masses, distention or spasms, 
appendicitis could not be a serious factor in this 
case. Temperature before operation was 98 to 100, 
pulse and respirations normal; Wassermann nega- 
tive. There is one factor lacking,—no blood in vom- 
itus or stools. There is no gastric analysis to go 
by and on stool examination for occult blood. 

Our patient was admitted August 13th and oper- 
ated August 16th. Evidently some irregular feat- 
ures developed between the first and second opera- 
tions. You will notice that all during this time, al- 
though this man was apparently well nourished, he 
vomited almost continuously; he took in very little 
fluid and had practically no food before admission 
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to hospital. He is low in fluids, low in food, and 
naturally after some operation on intestines we 
realize he would not be given much nourishment or 
liquid and nothing by mouth. So it is surprising 
to me that there is no record of his having been 
given any intravenous solutions or rectal solutions 
of any kind. They tried to put in a stomach tube 
but it was unsuccessful. The vomiting began again 
on August 23rd, which is seven days after opera- 
tion. On August 25th, which is nine days after op- 
eration, he had a “tetanic” convulsion. They be- 
came alarmed and immediately did a very scientific 
thing; a blood chemistry examination was made, 
showing chlorides 404 (normal being 450 to 650), 
non protein nitrogen 172 (normal 25 to 30), car- 
bon dioxide minus 67, (normal being plus 55 to 77). 
What does this mean? It means that this patient 
developed two things, acidosis and a slowly develop- 
ing intestinal obstruction. Immediately a_ second 
operation was done. Before I touch on that I would 
like to discuss the acidosis. You must remember 
that he was without food, vomiting, expending all 
fluids in the wrong direction. Acidosis is a physi- 
cal chemical reaction brought about by the defi- 
ciency in alkali in the body. This is brought about 
by the alkali reserve of the body being used up to 
lent in diabetes, in extended diarrhea, recurrent 
vomiting and other gastro-intestinal disorders. The 
acidosis is determined by the amount of carbon 
dioxide tension and you will notice this tension is 
minus 67 when it should be about plus 55. The respir- 
atory centre is extremely sensitive to change in the 
blood. Whenever we have acidosis coming on we 
have an increased output of carbon dioxide from 
the lungs. We believe the convulsion was due more 
to the acidosis than anything else. In addition to 
that this patient evidently developed, after the op- 
eration on the gastro-intestinal tract, a slow on- 
coming intestinal obstruction, which caused them to 
re-operate in a hurry, leaving the permanent re- 
pair to be done at a later operation. It is a well 
known fact that the non protein nitrogen goes up 
in cases of nephritis and intestinal obstruction. 
These two condiitons are about the only ones in 
which this occurs. He had increased non protein 
nitrogen. The urine being normal,—no mention of 
acute nephritis, blood in urine, etc..—nephritis can 
be ruled out. The combination of tremendous in- 
crease of non protein nitrogen and fall in chlorides 
(404 against 450 to 650) is characteristic of intes- 
tinal obstruction. Later, of course, after having 
done this emergency operation, an examination of 
the blood showed everything back to normal again. 
The non protein nitrogen was down to 36, carbon 
dioxide tension within normal limits and chlorides 
again up, although the patient still vomited and 
very weak. They left in the tube, gradually gave 
fluids. subpectorals, and the patient made an un- 
eventful recovery. 


DR. JOHN D. BROOKS, Whipple, Ariz. 

We make the diagnosis of duodenal ulcer to begin 
with. We believe they did a gastro-enterostomy. In 
this case it could be either gastric or duodenal ul- 
cer. Duodenal ulcer is much more frequent in men 
than in women, being about five to one. In a series 
at the Mayo Clinic there were 1191 cases of gastric 
ulcer and 5432 cases of duodenal. The symptoms of 
both are very similar,—pain, vomiting, hyperacid- 
ity. Hyperacidity was not given in the history,— 
there was no gastric analysis,—but he undoubtedly 
had it. He had pain relieved by eating and did 
very well on the frequent meal schedule, six meals 
a day, but he could not follow it because of his oc- 
cupation. The question whether this is an acute or 
chronic condition could be decided, I think, by the 
length of time in which he had these symptoms. 
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It is true that the acute is more frequent in the 
young and the chronic in elderly men. Taking a 
man of his age with his symptoms we would think 
his an acute ulcer, but for the length of time it had 
existed. My authority in Nelson states that if 
symptoms last six months it is chronic. It is rather 
unusual, I think, to find chronic ulcer in so young 
a man. Duodenal ulcer responds to medical treat- 
mept, where properly carried out, with better re- 
sults than surgical treatment, although in chronic 
cases the surgical treatment has given very satis- 
factory results. Dowden in 768 cases operated had 
fifteen deaths; Mayo Clinic operated 1364 cases with 
two per cent mortality, and Mohnihan operated 500 
cases with no deaths. The surgical procedure may 
be any one of a dozen different operations,—pos- 
terior, anterior, vertical, or retro-peristaltic. Which- 
ever it was, we believe they did a gastro-enter- 
ostomy. One thing not infrequently noted after 
gastro-enterostomy, along about seven to ten days 
after operation, is painful swelling and obstruc- 
tion. This man was dehydrated when he came in; 
why they did not give more fluid we do not know. 
There is nothing in the history to indicate that he 
was given fluids either by subpectoral, intravenous, 
or by drip method. He vomited a great deal. They 
tried to pass a tube, probably to get some fluid in, 
but did not succeed. He kept on vomiting. Then 
this convulsion, described as tetanic; blood chemis- 
try was done and they discovered an acute hign 
grade acidosis. Then they did the sensible thing, 
opened him up. This we believe was either a je- 
junostomy or ileostomy, — the Wetzel operation, — 
inserting a catheter into the small intestine and 
pouring fluid in through that. We notice after the 
second operation he vomited some but not nearly as 
much as before, and he began to take fluids. The 
third operation. I think, was simply the closure of 
the sinus left where the tube was withdrawn. Some- 
times these close by themselves but not always and 
it is a very simple operation after the original 
symptoms subside. That is the story as we see it. 
— what kind of enterostomy they did, I do not 
now. 


DR. R. N. LOONEY, Prescott, Ariz. 

As has been said by my colleagues, duodenal ul- 
cer is often confused with gastric ulcer. However, 
through the studies and observations of the Mayos, 
Mohnihan, Graham, and others, the condition has 
been shown to have a distinct clinical picture and 
its diagnosis and treatment has been clearly out- 
lined. Graham emphasizes four important points in 
the diagnosis of duodenal ulcer; first, the periodic- 
ity of attacks; second, the number of years through 
which these attacks and intermissions have run be- 
fore surgical relief has been sought or advised; 
third, the characteristic pain; and fourth, the al- 
most entire relief of pain by food, alkalies, irriga- 
tion and vomiting. 

The patient suffering with duodenal ulcer com- 
plains of repeated attacks, each covering a period 
of days, weeks or even months. Then that inter- 
mission of normal health, to be followed by another 
attack of pain or burning distress, gas, sour eructa- 
tions and vomiting. All these symptoms come on 
from two to five hours after taking food. The 
period of time that the pain is relieved after tak- 
ing food depends greatly upon the location of the 
ulcer in the duodenum. If the ulcer is near the 
pylorus the pain returns earlier than it does if the 
ulcer is lower down in the duodenum. Usually the 
symptoms show that the disease has run many 
years before surgical relief has been sought. The 
pain is characteristic in that it comes on two or 
three or four hours after meals. It is epigastric, 
radiating seldom to other areas and is relieved in 





268 


part at least by taking food, irrigation of the stom- 
ach, vomiting or alkalies. 

In our case we have a history of the condition 
extending over a period of three years, with attacks 
of epigastric pain, nausea and vomiting. The pain 
was relieved by frequent eating. These attacks 
would last from a few days to one month. He would 
then have a period of fairly good health, or at 
least free from pain. When he entered the hospital 
we believe that a diagnosis of duodenal ulcer was 
made, and they operated three days after admis- 
sion. 

The surgical treatment, as stated before, is ex- 
cision of the ulcer or gastro-enterostomy. Just 
which they did we do not know, but we do know 
that about seven or eight days after operation 
something went wrong. He began to vomit a great 
deal of greenish fluid. This, we think, was due 
to obstruction. If they did a gastro-enterostomy 
the obstruction could have been due to edema an 
swelling of the mesocolon at the opening, or could 
have been due to kink in the loop. If they did an 
excision, the obstruction could haye been due to 
edema at the point of excision or to adhesions. In 
a few cases this condition persists and it is neces- 
sary to operate to relieve the partial obstruction, 
which we think was done in this case. 

We used to hear a great deal about the vicious 
circle following gastro-enterostomy. This was caus- 
ed by faulty technic, going too high up on the pos- 
terior wall of the stomach, but since the technic 
has been perfected we hear very little about the 
“vicious circle.” We do not think the vomiting in 
this case was due to that condition as it came on 
too late after operation. 

The second operation, we believe, was done to re- 
lieve the obstruction, and the third operation, seven 
days later, was done to complete the work. 

Our diagnosis in this case is duodenal ulcer; 
acidosis and obstruction following an operation. 

Discussions at Massachusetts General Hos- 


pital. 
RICHARD H. MILLER, M. D. 

In bringing this case from the Surgical Depart- 
ment I should like to say that it was chosen not 
because it came to necropsy but because it proved 
a very valuable lesson in operative treatment. 

Of course, a meal of clams was just incidental 
in the onset of his trouble. The fact that he vom- 
ited so much for a month must be taken with a 
grain of salt; he did not vomit everything, but 
doubtless did vomit a little every day. 

In this man, who was only twenty-four, a robust, 
healthy young fellow, one has to consider duodenal 
or gastric ulcer, of neither of which I should say 
that the history is typical. 

He worked in the kitchen of a country club and 
evidently was not able to curb his appetite. He ate 
very irregularly, and all sorts of things. 

To me the persistence of this gastric distress and 
pain over such a long period of time would mean 
that there must have been some organic lesion; but 
it is not conclusive and it cannot be taken as typi- 
cal of duodenal ulcer. 

Dr. Richard Dresser: The x-ray findings in this 
case were typical of ulcer of the duodenum. 

Dr. Miller: He was an extraordinary well devel- 
oped man and looked very healthy. There is noth- 
ing in the physical examination of particular im- 
portance. 

He stayed in the hospital three or four days be- 
fore operation, with a diagnosis of duodenal ulcer. 
Operation was done on the 17th of August. 

PRE-OPERATIVE DIAGNOSIS AUGUST 17 

DUODENAL ULCER 
Gas-ether. Through a right rectus incision it was 
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found that the stomach was of normal size. Just 
beyond the pylorus there was a small area where 
the serosa showed some punctate hemorrhages. Un- 
derneath this was an area of thickening. No crater 
was felt. A posterior gastro-enterostomy was per- 
formed, using a loop of duodenum about six inches 
long and anastomosing it in an isoperistaltic man- 
ner. Three rows of continuous catgut sutures were 
used posteriorly and two rows anteriorly. A long, 
firmly adherent retrocecal appendix was also re- 
moved. 
FURTHER DISCUSSION 
During the first two days he did well, but after 
that he vomited everything. Nothing went through 
the gastro-enterostomy opening, and what went 
through the pylorus got as far as the anastomosis 
and could go no further. He had a definite high 
intestinal obstruction. Whether this was due to 
edema around the stoma or whether it was due to 
a kinking which pulled on the loop in such a way 
that nothing came through we never determined. 
But it is quite true that nothing got beyond that 
point at all. Food did go into the duodenum, got 
as far as this opening and stopped. At the end of 
ten days the patient was definitely failing. He had 
been given large amounts of subpectoral saline so- 
lution in order to keep up the blood chlorides and 
fluids, in spite of which it seemed to us that he 
was going to die. We then decided to operate 
again. 
X-RAY EXAMINATION AUGUST 27 
The examination was made without the motor 
meal and in the recumbent position only. The 
barium passed from the stomach into the duodenum 
without delay. The duodenum was definitely dilated 
to about twice its usual size. The barium passed 
to the left in the duodenum to what appeared to 
be the duodeno-jejunal juncture and then passed to 
the right in what appeared to be the afferent loop 
for a distance of two or three inches. At this point 
there appeared to be a definite obstruction. Marked 
reverse peristalsis was observed in the duodenum. 
None of the barium was seen to leave the stomach 
via the gastro-enterostomy. The efferent loop was 
not seen. None of the barium appeared to pass into 
the jejunum except in the region of the afferent 
loop. “The findings are those of post-operative 
stomach with a gastro-enterostomy which is evi- 
dently obstructed.” 
PRE-OPERATIVE DIAGNOSIS AUGUST 27 
Post-operative obstruction following gastro-enter- 
ostomy. 
SECOND OPERATION 
Gas-ether followed by ethylene. Through a left 
rectus incision it was found that adhesions had 
formed around the stoma of the posterior gastro- 
enterostomy, gluing the distal loop of jejunum 
against the transverse colon. A finger could be 
passed through the stoma from the proximal loop 
into the stomach, but the distal portion appeared to 
be obstructed. There was also a dense adhesion be- 
tween the omentum and a lower loop of ileum. 
This was freed. It was felt that the adhesions 
around the stomach could not be freed. An anterior 
gastro-enterostomy was performed, using three 
rows of continuous catgut sutures posteriorly and 
two rows anteriorly. 
FURTHER DISCUSSION 
At the second operation everythnig was so ad- 
herent that it was practically impossible to deter- 
mine why things were not functioning better. 
There was a great deal of edema around the orig- 
inal stoma. The small intestines in that area were 
matted together by rather firm adhesions, and it 
seemed as if there had been a certain amount of 
low grade peritonitis. In view of the fact that this 
patient was going to die unless something was done 
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it was decided to do an anterior gastro-enterostomy, 
because in the presence of all the edema it was 
quite impossible to undo the other opening. So a 
joop was picked up below the point where the orig- 
inal opening was made, brought up around, and a 
new stoma was made. Of course, if this should 
function it would serve perfectly well to carry off 
whatever was taken into the stomach. 

He stood the operation well. However, he kept 
on vomiting all the time for seven days. Nothing 
went through. Towards the eighteenth day follow- 
ing the first operation he still had high intestinal 
obstruction. He was kept alive by injections of 
large amounts of normal saline solution. With a 
hope of possibly being able to save him, a third 
operation was done. 


PRE-OPERATIVE DIAGNOSIS SEPTEMBER 3 
Intestinal obstruction. 


THIRD OPERATION 

Ethylene. Anaesthol. The original incision just 
to the right of the midline was opened. All the in- 
testine looked red and edematous. The loop which 
formed the anterior gastro-enterostomy was easily 
identified. With some difficulty the dilated duo- 
denum on the right side of the midline was identi- 
fied and laid bare. An anastomosis was then made 
between this and the jejunum distal to the anterior 
gastro-enterostomy. No clamps were used. The op- 
eration went perfectly well. 


FURTHER DISCUSSION 

At the last operation the duodenum was enor- 
mously distended. We got another loop of intestine 
below the anterior gastro-enterostomy of the second 
operation, brought it up and made an anastomosis. 
The patient had first of all a posterior gastro-en- 
terostory which did not work; and finally a duo- 
deno-jejunostomy which did work. 

In about five days after this operation he began 
to pick up; and he has continued to improve. I saw 
him in the Out-Patient Department a month ago, 
at which time he was perfectly well, with no indi- 
gestion and no symptoms. He had gained twenty 
pounds and was going back to work. We are going 
to try to get him back and x-ray him again and see 
what has happened. 

There is one note which needs our attention, the 
amount of blood chlorides. A great deal of work 
has been done in recent years and months on chlo- 
rides in the blood in cases of intestinal obstruction. 
I have in my hand a report on experimental work 
done on dogs by Dr. James C. White and Dr. 
Sprague of this hospital. They bring out the very 
important fact that in every case of high intestinal 
obstruction there is a marked loss in the chloride 
content of the blood, and if it is not kept up per- 
sistently by injection of chloride solution the pa- 
tient will lose so much chloride that although his 
condition may not seem to be particularly worse 
there will come a time when the chloride is so low 
that nothing we can do by operation or in any 
other way will bring the patient back. In these 
cases of obstruction following gastro-enterostomy, 
or in a high jejunal obstruction, it is well worth 
while to give them as much sodium chlroide as we 
think they can stand. At first hypertonic sodium 
chloride was given; then that was discarded, as it 
was found that normal saline was just as effective. 
In addition to the operative procedure in this case 
there is no question that bi-daily subpectoral infu- 
sions of large amounts of saline were very im- 
portant in saving the patient’s life. 

A Surgeon: What was the trouble with the first 
stoma? Why didn’t it work? 

Dr. Miller: I do not know. I suppose from the 
appearance of the tissue at the second operation 
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that there was a good deal of edema which made 
the opening smaller than it was originally made. 
I think in the second place there was undoubtedly 
some pulling on the jejunum which kinked it in 
such a way that there was not a patent opening. 
Probably there were kinking and edema both. Why 
the anterior gastro-enterostomy did not work I do 
not know, unless it was again kinking. 

Dr. Freedman: Did they try Sippy’s régime? 

Dr. Miller: As I remember it he was not put 
on Sippy’s. He was a man who we decided could 
not be controlled well enough. He was given a diet 
for duodenal ulcer and did not stick to it. He want- 
ed something done quickly and we thought it was 
probably just as well to operate at once, so that he 
could get back to work. 

A Physician: Is the recurrence large in cases 
which have gastro-enterostomy ? 

Dr. Miller: It is not large. I cannot give the 
exact figure, but I am sure it is less than 10 per 
cent. At the Mayo Clinic they have a little more 
than 90 per cent of cures, so the recurrence must 
be less than 10 per cent. Gastro-jejunal ulcers are 
ulcers forming on the wall of the jejunum of the 
stoma or on the edge of the stoma—they occur in 
about 2 per cent. 


A Physician: What is the accepted diagnosis? 
Was this case duodenal ulcer? 

Dr. Miller: This was duodenal ulcer. Duodenal 
ulcer in a patient who can afford plenty of time 
should have medical treatment with Sippy’s régime. 
There is plenty of chance to operate later if they 
are not cured, and if their symptoms are bad 
enough. In the majority of cases we do a simple 
posterior gastro-enterostomy. If the ulcer is on the 
anterior wall and easy to get at, one may excise it, 
Most gastric ulcers are on the lesser curvature 
rather near the pylorus, and often on the posterior 
wall. Medical treatment of gastric ulcer is, I think, 
not so satisfactory as that of duodenal ulcer. In 
the stomach, however, you have to be sure in de- 
ciding on the method of treatment that the case is 
not cancer, and this causes difficulty at times. If 
you can be sure it is not cancer you can iry medi- 
cal treatment. If you are not sure, give the pa- 
tient the benefit of the doubt and do at least an 
exploration. Having made up your mind that you 
will explore and treat surgically that ulcer then 
what you do depends on the patient, on how easy 
the ulcer is to get up, on your own ability and 
what you think you can do. It takes a great deal of 
experience before a person can be facile and dextrous 
enough with his hands to do skilful gastric surgery. 
It is not a simple thing to resect a gastric ulcer, 
but one fairly easy way is to do a V-shaned exci- 
sion, suture the wall, bringing the cut edges togeth- 
er, and supplement that with a posterior gastro- 
enterostomy. The reason for doing this is that cut- 
ting that wedge out of the lesser curvature inter- 
feres with the peristaltic wave of the stomach, and 
the gastro-enterostomy gives the stomach better 
drainage. I think most people in the treatment of 
an ulcer of any size would do a complete resection, 
that is, remove the pylorus and ulcer-bearing por- 
tion of the stomach and then close it up accordine 
to one of the three or four common methods. Each 
case I think has to be treated more or less accord- 
ing to the indications at the time of operation. 

As I said, this particular case that we are dis- 
cussing is very valuable because it teaches that a 
posterior gastro-enterostomy may fail to function, 
but that further procedures may be carried out. 

DIAGNOSIS 

Appendicitis. 

Acute duodenal ulcer. 

High intestinal obstruction. 
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LUMBAR SPINAL ANESTHESIA 
E. PAYNE PALMER, M.D., F. A.C.S. 
Phoenix, Arizona 

(Read before St. Joseph’s Hospital Staff Meet- 
ing on April 15, 1929.) 

I have selected this nomenclature as it in- 
dicates the location of spinal anesthesia. It 
should not be attempted in any other part 
of the spinal canal because of the anatomy 
and the danger of serious results. 


Spinal anesthesia was first used by Cor- 
ning in 1885. When I worked in Bier’s Clin- 
ic in 1910, it was being used quite extensive- 
ly with good results. Tropococaine was the 
drug used. It was put up in sterile ampules 
and when I came home I brought a supply 
of them and continued to use them in this 
hospital until the World War. when I could 
no longer get them. 


Reports of large series of operations under 
spinal anesthesia can be found in literature: 
Babeock and his associates, 20,000; Case, 
1,100; Coleman, 7,500; Duvergey, 1,600; 
Guibal, 3,500; Juvara, 11,000; Moriel, 2,876; 
Negley, 5,500; Yount, 7,000; and many other 
large series. Deaver first scoffed it, but is 
now using it in from 85 per cent to ninety 
per cent of his cases. 

During my recent trip to the clinics in the 
east, I noted a great increase in surgery be- 
ing done under spinal anesthesia. The im- 
mediate mortality of spinal anesthesia, in 
properly selected cases, is no greater than 
that of inhalation anesthesia and there are, 
or should be, no secondary mortality. If 
there is any trouble, it is while the patient 
is on the operating table and under close ob- 
servation where an emergency can be met 
satisfactorily. 

The anesthetic should be selected that is 
thought most suitable and safest for the in- 
dividual case. While I am not advocating 
the use of spinal anesthesia as a general 
rule, it is the best, safest and most satisfac- 
tory in many cases and we prefer it when 
the case seems suitable for its administra- 
tion. The ease of administration, rapidity of 
action, reliability, complete anesthesia oc- 
curring in 98 per cent of cases, its safety 
and its inexpensiveness make it worth con- 
sidering. 

In the acute abdomen it has a wonderful 
effect; it reduces the distention, gives com- 
plete relaxation of the abdominal wall, col- 
lapses the intestines, stimulates persitalsis 
and relaxes the sphincters. In alcoholism, 
anemia, arteriosclerosis, bronchitis, decom- 
pensated heart, diabetes, eclampsia, hyper- 
tension, intussusception, strangulated her- 
nia, volvulus or intestinal obstruction of any 
nature, laryngitis, nephritis, obesity, pevi- 
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tonitis, pulmonary tuberculosis, or any con- 
dition where inhalation anesthesia would be 
contraindicated, spinal anesthesia is a boon 
to the patient, to the surgical attendants, 
and the nurses. It is not advisable to give 
this form of anesthesia where the systolic 
pressure is below 100, as there is at times a 
drop of from 10 to 50 points unless it is 
safeguarded by a preliminary dose of ephe 
drine. It is contraindicated in very appre- 
hensive and extremely nervous patients, in 
cases in which there has been severe hem- 
orrhage, pericardial or pleural effusion, 
shock and untreated syphilis. 


In nervous patients, half gram of sodium 
veronal should be given at bedtime the night 
before operation and repeated 60 to 90 min- 
utes before going to the operating room. The 
patient’s eyes should be covered and the ears 
filled with cotton. This is done to shut out 
the unaccustomed sights and noise of the op- 
erating room. We have used novocain and 
neocain dissolved in the sp‘nal fluid but have 
discarded them for spinocain which ‘consists 
of novocain .200 mg., strychnia sulphate 
.0022 mg., starch paste 0.13, alcohol .324 and 
normal saline 2 c.c., contained in an ampoule. 
The vehicle does not disseminate with the 
spinal fluid for from 30 to 40 minutes after 
the injection. This gives a prolonged anes- 
thesia and prevents vasomotor depression 
which is responsible for the nausea, vomit- 
ing, sweating and drop in blood pressure. 
This was formulated and advocated by 
Georg P. Pitkin. He also advocates an am- 
poule containing 1.324 c.c. of a three per 
cent solution of ephedrine and one per cent 
novocain injected prel'minary to the spinal 
puncture. This is for the purpose of produc- 
ing a local anesthesia, maintaining an even 
blood pressure and preventing any tendency 
toward a drop of blood pressur.e We use a 
3 c.c. Luer lok and a 22 gauge lumbar pune- 
ture needle devised by Pitkin. The latter has 
a short bevel, so the point does not prick the 
cord or cauda equina. 

In most cases we make the puncture and 
administer the anesthetic while the patient 
is sitting on the operating table and have 
him lie down immediately after the needle 
is withdrawn. In cases where it is inadvis- 
able to have them sit up, it can be given in 
the lateral position. The location having 
been selected and sterilized, the local anes- 
thesia, novocain ephadrine solution, is inject- 
ed into and under the skin and down into 
the inter-spinous ligaments. For anesthesia 
up to the costal margin make the injection 
through the first lumbar interspace; up to 
the umbilicus, inject through the second or 
third lumbar interspace; and for the per- 
ineum, anus or lower extremities, inject 
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through the fourth lumbar interspace. The 
spinal puncture needle is inserted through 
the anesthetized area without pain and when 
it passes through the membranes and into 
the subarachnoid space, it can be readily, felt 
and sometimes heard. As soon as the fluid 
begins to come, the drops should be counted 
until thirty drops have escaped. Then at- 
tach the syringe containing the spinocain 
and withdraw one c.c. of spinal fluid into 
the syringe to make sure you are in the 
space and to dilute the anesthetic mixture. 
The diluted mixture is then injected gently 
and the needle withdrawn and the patient is 
placed on the back at once in Trendelenberg 
posture. The anesthetic effect is very rapid 
so by the time the abdomen is sterilized and 
draped, the operation can commence. Tren- 
delenberg posture of from 5 to 25 degrees 
should be maintained at all times during the 
operation. If it is desired to retain the an- 
esthes’a in the perineum or lower extremi- 
ties, a Trendelenberg position of from 20 to 
25 degrees is maintained. A 10 to 15 degree 
Trendelenberg will keep the anesthesia below 
the umbilicus. A 5 degree Trendelenberg or 
flat table will permit the anesthesia to ex- 
tend to the costal margin. A tiltometer is 
used to determine the degree of Trenden- 
berg position. During the operation, a nurse 
should be at the patient’s head to look after 
his needs. Ephedrine, adrenalin and oxygen 
should be at hand in case of emergency. 

A most satisfactory relaxation of the ab- 
dominal wall is always present, the intes- 
tines are collapsed, permitting of a most sat- 
isfactory exposure of the abdominal viscera 
and ease of operation. Careful handling of 
viscera is necessary as tugging will result 
in pain. If during operation nausea or palor 
is noted. inhalation of oxygen will correct 
the disturbance. In case of nausea and vom- 
iting there is a temporary and marked drop 
in blood pressure which is relieved by oxy- 
gen. The anesthesia lasts from 45 minutes 
to two hours. If the patient begins to have 
pain or becomes restless before the operation 
is complete, give a hypodermic of morphia, 
gr. 1/6 to 1/4, and if the pain is too severe, 
local or inhalation anesthesia is necessary. 
Some patients becoming nervous and appre- 
hensive can be quieted by the inhalation of 
oxygen which gives them a feeling of well 
being and keeps their minds occupied. When 
the patients are returned to their beds they 
should be kept with the heads low. Conval- 
escence is remarkably free from the usual 
discomfort of inhalation anesthesia. 


We have used lumbar spinal anesthesia 
with exceedingly satisfactory results in a 
considerable number of abdominal, pelvic, 
bladder, perineal, rectal and lower extremity 
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operations. The only post-operative disturb- 
ance in any of our cases has been vomiting 
in three cases of double operations, i.e. ap- 
pendectomy and cholecystectomy. These 
cases were all relieved by one gastric lavage. 


I have selected the following cases for re- 
porting as I believe that lumbar spinal an- 
esthesia was especially indicated and they 
present interesting features for discussion. 


Case 15,300, female, age 31. Onset of present 
complaint about one week before admittance into 
hospital, with severe pain in upper part of ab- 
domen, which pain was deep and seemed to go 
through to back. After few hours pain became re- 
lieved but returned again with great severity. This 
occurred at frequent intervals and was repeated af- 
ter patient was admitted to hospital. 


Past History: Intestinal flu this spring. Troubled 
with gas after eating for indefinite period. Has 
had pulmonary tuberculosis for ten or twelve 
years. Had diphtheria when small. Patient noticed 
swelling in lower portion of abdomen past several 
months. Menstrual periods normal and regular. 


Physical Examination: Extensive tuberculous in- 
volvement of both lungs with many cavities. Ab- 
dominal examination showed a tumor in the lower 
portion which bimanual examination, determin- 
ed it to be continuous with the uterus. The tumor 
was soft and because of possibility of pregnancy 
x-ray examination was made which failed to show 
outline of fetal bony parts. Tenderness over right 
iliac region with some rigidity of rectus muscle. 


Laboratory Findings: Urine, amber, cloudy, acid, 
specific gravity 1.025, albumin negative, sugar neg- 
ative, no casts; blood or pus cells. Blood; hemo- 
globin 80; leukocytes 10,600; mononuclears 12; 
polynuclears 87; eosinophiles 1. 


Diagnosis: Large uterine fibro-myomata. “+~-nic 


Appendicitis. 


Operation: Because of the extensive lung involve- 
ment, it was deemed advisable to use spinal an- 
esthesia and the puncture was made in the second 
lumbar interspace and 200 m~. of novocain was dis- 
solved in the spinal fluid which was drawn off for 
this purpose and reinjected. Perfect anesthesia and 
relaxation resulted immediately. A six inch para- 
median incision was made. On opening the ab- 
domen examination revealed multiple fibroid tumors 
growing to right side of uterus, tumor about size 
of a fetal head. Right tube and ovary so badly dis- 
torted as to make it impossible to leave. Left 
tube and ovary not disturbed. Supravaginal hys- 
terectomy; salpingo-oophorectomy, right. Appendix, 
retrocecal, hypermic, sclerotic. Appendectomy. 


This patient made a very satisfactory recovery 
without any special postoperative disturbance. At 
the present time is in very satisfactory condition. 


Case 15,615, male, age 56. Chief complaint, pa- 
tient states he noticed pain in right inguinal re- 
gion about two years ago after lifting some heavy 
object. Swelling has steadily increased in size until 
at the present time there is a large bulging mass 
when standing, coughing or straining and disap- 
pears when lying down. 


Physical Examination: Patient extremely obese. 
Because of large amount of adipose tissue unable 
to out line abdominal organs. There is a mass in 
right iliac region which is increased on coughing, 
straining or standing, disappearing when lying 
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down. The mass does not come to external ring. 
Internal rine admits two fir-ers. 


Laboratory Findings: Urine, amber, cloudy, acid, 
specific gravity 1.025, albumen negative, sugar 
negative, no casts, blood or pus cells Blood: Hem- 
oglobin 85; Leukocytes 8,000; monouclears 9; poly- 
nuclears 89; eosinophiles 2. 


Diagnosis: Right direct inguinal hernia. 


Operation: Because of obesity and history of 
asthma, it was deemed advisable to use lumbar 
spinal anesthesia. The puncture was made in the 
fourth lumbar interspace, 200 mg. of novocain be- 
ing used. Complete anesthesia resulted in a few 
minutes. Upon opening the abdomen, a large sac 
was found which did not extend through inguinal 
ring. An Andrews herniotomy was performed. Dur- 
ing the operation, patient commenced to sneeze and 
cough and developed an attack of asthma which 
was relieved with one c.c. of adrenalin. Prior to 
going on the operating table, he had no signs of 
an impending attack of this kind. 


Patient had a severe acute respiratory infection, 
following the operation, which lasted for more than 
a week. Had he been given inhalation anesthesia, 
he would most certainly have had pneumonia. He 
made a very satisfactory recovery and at the pres- 
ent time is in splendid condition. 

Case 15,692, female, age 51. Chief complaint: Pa- 
tient has had indigestion for twenty-nine years, 
consisting principally of “sour stomach,” nausea, 
vomiting and headaches. These attacks occur every 
two weeks. Twenty years ago, had an attack of 
pain in epigastrium which radiated to right lower 
quadrant. Has considerable gas in abdomen and 
has been nervous for past few years. 

Past History: Has lost twenty pounds during past 
six months during which time has had frequent at- 
tacks of headache and dizziness. Pulmonary tuber- 
culosis for past twelve years. 


Physical Examination: Abdomen somewhat dis- 
tended with liver border about two fingers breadth 
below costal margin. Tenderness on deep pressure. 
Tenderness over entire colon. Colon somewhat dis- 
tended. Bimanual examination shows uterus en- 
larged, stony hard, freely movable. Patient had 
moderately large fibroid tumor. Was treated with 
x-ray and radium followed by reduction in size of 
tumor, which is accountable for extremely hard con- 
dition which is now present. Fibroid no longer pro- 
duces disturbance. Has had pulmonary tuberculosis 
for number of years with periods of remission and 
exacerbations. Present time it is reported there is 
no activity. Physical examination confirmed by x- 
ray. 

Laboratory Findings: Urine amber, cloudy, re- 
action neutral, specific gravity 1.020; albumen neg- 
ative, sugar negative; no casts or blood cells; occa- 
sional pus cell. Blood: Hemoglobin 80; leucocytes 
5,200; mononuclears 12; polynuclears 88. 

Diagnosis: Chronic cholecystitis, chronic colitis, 
chronic pulmonary tuberculosis, fibroid uterus. 

Operation: Because of the lung involvement and 
the patient’s fear of general anesthesia, we used 
lumbar spinal anesthesia, using 200 mg. novocain 
injected through the first lumbar interspace. Com- 
plete anesthesia and wonderful relaxation resulted 
in a few minutes. A four-inch incision was made 
through the center of the upper portion of the 
right rectus muscle. Exploration of the abdomen 
disclosed the gall bladder white in color with large 
amount of subperitoneal fat. Glands along cystic 
duct and common duct enlarged. Some hardening 
of pancreas. Liver markedly cirrhosed. Appendix 
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retrocecal, adherent, sclerotic, hyperemic, enlarged. 
Appendectomy by clamp, ligation, excision, purse 
string and invagination. Cholecystectomy commenc- 
ing dissection from the cystic duct upward. Drain 
tied down to gall bladder bed. Closure in layers. 

Tissue examination: Appendix, walls thickened, 
densely fibrous, lumen narrow, chronic exudate on 
surface. Chronic appendicitis. Gall Bladder: small; 
walls thickened; slight fibrous excess of walls and 
round cell infitration. Chronic cholcystitis. 

Patient had most satisfactory convalescence with- 
out any post operative disturbance, except some 
pain after she was returned to her room which was 
relieved by a few doses of morphine. 

Case, 16,252, female, age 43. General physical 
examination gave normal findings with the excep- 
tion of a strawberry color growth occupying the en- 
tire circumference of the urethra extending from 
outside the orifice to about one and one-half inch- 
es in the urethra canal. This condition had exist- 
ed for a number of years and attempts have been 
made to remove the growth under local anesthesia, 
but had proven unsuccessful. 

Diagnosis: Urethral caruncle. 

Operation: Patient absolutely refused general an- 
esthesia but agreed to have lumbar spinal anes- 
thesia. Spinocain was injected through the 4th lum- 
bar interspace and perfect anesthesia resulted in a 
few minutes. The growth was destroyed with endo- 
thermy using Colling’s Electrotome which is the 
ideal treatment for caruncle. 

After patient was returned to her room, the an- 
esthesia extended over the entire body without any 
embarrassment of respirations or circulation. The 
only untoward thing was a numbness which per- 
sisted for about an hour. There was no post op- 
erative discomfort. Patient walked out of hospital 
the following morning and has been in very satis- 
factory condition. 

DISCUSSION 

DR. R. B. RANEY. Regional anesthesia without 
doubt offers to the operating surgeon the most fa- 
vorable conditions for intra-abdominal procedure, or 
wherever complete relaxation is desired. And with 
the present improved form of anesthetic, there 
should be no hesitancy in its use over the general 
or inhalation form for any condition below the 
diaphragm that cannot be controlled adequately by 
the local infiltration method, and these conditions 
are indeed very few. 

I am sure if we pay close attention to the post- 
operative course we will all agree that inhalation 
anesthesa would only be used as an occasional ex- 
ception where the patient chose the anesthetic to 
be used, or in other such conditions where regional 
anesthesia were deemed contraindicated; however, 
one should not become a hobbyist, for no two pa- 
tients are exactly alike and the anesthetic, like the 
surgical procedure, should receive serious considera- 
tion. Frequently we hear the remark that intra- 
dural anesthesia is not practical, that it is associat- 
ed with too many accidents. I wonder how one 
can make such a remark. It is an admission of 
one of two things—ignorance or haphazardness; 
however, it is true that the procedure is not foo!- 
proof, and will give many sad results if careless- 
ness and ignorance are allowed to enter. 

Objectionable features: Shock within the first ten 
or fifteen minute occurs occasionally but this is an 
exception to the rule, and is never severe if proper 
respect has been paid to the blood-pressure, readily 
controlled by ephedrin. Incomplete anesthesia 1s 
rarely encountered and depends almost entirely on 
the technic, this being confined to the skin and 
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peritoneum which is readily controlled by novo- 
caine infiltration; this, however, should not be 
classed as an objectionable feature for it in no way 
affects the general condition of the patient or im- 
pedes or prevents operative procedure. Vomiting is 
occasionally encountered which will be discussed 
later. It may be annoying to the operator provided 
the case is an abdominal one, but is in no way an 
ill omen, usually of short duration and easily con- 
trolled therapeutically. Postoperative palsies and 
neuritis are sequellae of faulty technic and rarely 
occur if the puncture is made below the level of 
the spinal cord. They are of little moment and 
pass away in a short time. 


Accidental death may occur, but for this I do 
not think we should blame the anesthetic. To date 
I have not encountered such a calamity and if I 
do, I would be much more inclined to discard my 
own brilliant achievement in poor judgment and 
ridiculous case selection rather than the anesthetic, 
and such objections would not be offered if careful 
case selection be adopted. 


The dropping of blood-pressure encountered is 
always disconcerting. Why do we have a fall in 
blood-pressure? This question can readily be an- 
swered by asking the question: What are the fac- 
tors that govern blood-pressure? (1) The rate 
and intensity of the heart-beat; (2) the volume of 
blood; (3) its viscosity; (4) the width of the capil- 
lary bed; (5) the peripheral resistance; (6) the co- 
hesive force. The vasomotor constrictor elements of 
the nervous system have their origin in the lateral 
column of the gray matter of the spinal cord. 
They make their exit in orderly segmental arrange- 
ment, and if bathed in the anesthetic solution as 
are the other elements of the central nervous sys- 
tem, they are naturally thrown out of function, 
which allows a dilatation of the terminal vessels re- 
sulting in a widening of the capillary bed, hence 
the drop in blood-pressure. However, this is not 
prolonged. It is readily controlled by the epine- 
phrin products, and if a thorough examination is 
made in all cases with a basic understanding of the 
physiological principles involved there will be no 
accidents encountered. 


Vomiting, as mentioned before, is reflex in char- 
acter and is due to three main factors: (1) change 
in the intraabdominal pressure; (2) stimulation 
from manipulation in the upper margin of the zone 
anethetized, through an overlapping nerve supply, 
handling, viscera in which the nerve supply comes 
down in the splanchnic system from high leveis, 
from which levels the corresponding organs de- 
scended through the various phases of embryologic 
development; (3) the stimulus threshold which of 
course varies with each individual, and it has been 
my experience that it most frequently occurs in the 
presence of upper abdominal surgery, whether sub- 
arachnoid or local infiltration method has _ been 
used. 


The level to which we wish the anesthesia to rise 
can be very definitely controlled and is not a ques- 
tion of guess work. Guess work is the essence of 
failure and a cause for the majority of objections 
offered. The level of anesthesia desired can be es- 
timated quite accurately with the knowledge of 
the following points: (1) the anatoomy of the spinal 
canal including its capacity and segmental nerve 
distribution; (2) the laws of fluid diffusion; (3) the 
pharmacologic action of the drugs involved. With- 
out this knowledge the procedure should not be at- 
tempted, and if performed in darkness, adversity is 
to be expected. 
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Regional anesthesia, whether intradural, extra- 
dural, or local infiltration, compares very favoraply 
with, and in properly selected cases have distinct 
advantages over, the inhalation form. I will only 
take time here to enumerate them as they have 
been well covered many times: (1) Ideai relaxa- 
tion, making the entire procedure a pleasure rath- 
er than difficult and annoying; (2) visibility of the 
operative field without extensive packing; (3) ex- 
cellent condition of the patient throughout; (4) ab- 
sence of post-inhalation sickness, diminishing the 
early convalescent discomfort and drawn out course. 





SPINAL ANESTHESIA. By Charles H. Evans, 
M.D., Clinical Assistant, New York Post-Graduate 
Medical School and Hospital. 


Published by Paul B. Hoeber, Inc., New York. 
203 pages, 41 illustrations, price $5.50. 


The popularity of spinal anesthesia which has 
come during the past two years, makes this volume 
timely and valuable. It is extremely practical in 
its presentation, written by a master of the art of 
spinal anesthesia. It covers the subjects of Selec- 
tion of Patients, a point whcih is not given the 
attention it deserves by those not skilled in this 
method of anesthesia; the Technic of Induction of 
Anesthesia; the Various Drugs; Phenomena Ac- 
companying Anesthesia; Possible Complications: 
Analysis of Causes of Failure; Care of the Pa- 
tient; Routine Technic to Insure Speed, Accuracy 
and Safety. 


Ability to administer spinal anesthesia safely 
does not come naturally to any surgeon, no matter 
how well trained he may be in other methods. 
Study of this work by Dr. Evans will repay care- 
ful reading by any one who expects to undertake 
the responsibility of this method. 





SURGICAL PATHOLOGY. By William Boyd, M. 
D., Professor of Pathology, University of Mani- 
toba, Winnipeg, Canada. Second Edition Revised 
and Reset. Oetavo of 933 pages, with 474 illustra- 
tions and 15 colored plates. W. B. Saunders and 
Co., Philadelphia and London. Cloth, $11.00 net. 


The demand for the second edition of this very 
valuable work speaks for its usefulness and popu- 
larity. The object of the book is to present those 
aspects of pathology which will prove useful to the 
surgeon. The book is divided into General Path- 
ology, which deals with inflammation, gangrene, 
healing, tuberculosis, syphilis, special wound infec- 
tions, hemorrhage, thrombosis and embolism, surgi- 
cal shock, tumors and cysts; Special Pathology, 
which takes up the changes in various organs and 
tissues of the body. 


As a book for constant reference, it should be 
available to every careful surgeon and should be 
used by him. 





SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 








Southwestern Medicine 


Printed by THE A C TAYLOR PRINTING CO, Phoenix, Arizona 
Published monthly for the Board of Managers of the four constituent societies. 





Volume XIII 


JUNE, 1929 


No. 6 








EDITORIAL STAFF 


WARNER WATKINS, Box 1587. Phoenix, Arizona 


Editor in Chief 





LESLIE M. SMITH, El Paso, Texas 


Associate Editor 








. ORVILLE H. BROWN, Phoenix, Arizona 


. L. B. COHENOUR, Albuquerque, N. Mo. ............c.-:c2cceccececeseeeesees 


Associate Editor 
Associate Editor 








BOARD OF MANAGERS 








ARIZONA STATE MEDICAL ASSOCIATION 
DR. D. F. HARBRIDGE ........... es Ie fe Se RON Omer One eee Phoenix 
RTT ..Tueson 
EL PASO COUNTY MEDICAL SOCIETY 
DR. JAMES VANCE (Chairman) .............. ois aa El Paso 
RI MN IIE cccincscesceccoancen oonsanstese aces e SEE eee Se El Paso 
“NEW MEXICO “STATE “MEDICAL. SOCIETY 
eS 0 ee eT ere meme a sevssese vee Oswell 
DR. H. A. MILLER .. Clovis 





DR. P. 
DR. W. 


G. CORNISH, Jr. 


“MEDICAL & SURGICAL ASSOCIATION OF THE SOUTHWEST 
aT 


Albuquerque 
Phoenix 





BUSINESS COMBINED WITH VACATION 

The American Medical Association meets 
in the far East relatively often. Portland, 
Oregon, the meeting place this year, cannot 
by any stroke of imagination be said to be 
near the southwest. What is another night 
or two on a Pullman or two or three days 
for the trusty—maybe rusty—gas wagon? 
The family and the family doctor would en- 
joy the trip and especially the-absence of 
telephone bell. Combine the business of at- 
tending the A. M. A. meeting with the busi- 
ness of vacationing. If you have not consid- 
ered going let this stimulate you to think of 
it and go if other places are not definitely 
more important. 





THE LIFE INSURANCE EXAMINATION 

We wonder how long it will be before the 
physician making life insurance examina- 
tions will be instructed to spare no expense 
in making the most thorough examina- 
tions of all applicants, not for the purpose 
of rejection but, for proper rating and es- 
pecially to give intelligent advise on how 
to live. Indeed there should be no rejections. 
It should be simply a question of rating. 





SUMMER TYPHOID 
Typhoid is conspicuous by the virtue of 
its infrequency. Such a state of affairs 
engenders unawareness. We should not 
forget the prophylactic value of the typhoid 
vaccine at this season of the year. 


THE RURAL TOILET 
Speaking of typhoid naturally brings up 
the subject of the disposal of excreta. Would 
that we could have a campaign, nation wide 
to get the denizens of rural communities 
educated upon this subject. 


THE ANTI-HEART DISEASE CAMPAIGN 
One of each seven deaths last year among 
the New York Life policy holders was from 
heart disease. Much of the heart disease is 
preventable—probably much more so than 
tuberculosis. See what has been accom- 
plished by the anti-tuberculosis campaign. 
Be ready to do your bit when the anti-heart- 
disease campaign gets under headway. 








BOOK REVIEWS 


Diabetic Manual for Patients, By Henry J. John; 
M.A., M.D., F.A.C.P., Maj. M.R.C., Director of the 
Diabetic Department and Laboratories of the Cleve- 
land Clinic St. Louis; The C.V.Mosby Company, 
1928: Cloth, $2.00 net. 

Whether the addition of another volume for the 
diabetic patient is warranted, the reviewer is not 
prepared to state. This is a small book of 202 pages, 
which will slip easily into the coat pocket. It is well 
written, practical, easy to read and authoritative. 

An Introduction to Experimental Pharmacology. 
By Torald Sollman, M.D., Professor of Pharmacol- 
ogy and Materia Medica at Western Reserve Uni- 
versity, Cleveland; and Paul J. Hanzlik, M.D., Pro- 
fessor of Pharmacology at Stanford University, 
San Francisco, Calif. Octavo volume of 3221 pages, 
illustrated; Philadelphia and London: W.B.Saun- 
ders Company, 1928. Cloth, $4.25 net. 

Dr. Sollman is the outstanding pharmacologist of 
today. His work on pharmaco'ogy has been an au- 
thority for many years. The volume under review 
is a laboratory manual written by Dr. Sollman and 
Dr. Hanzlik, Professor of Pharmacology at Stan- 
ford University. 

The study of this book of 321 pages would give 
a physician a good review of both physiology and 
therapeutics. It would refresh his mind on the 
action of drugs and make him a better therapist. 
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ST. JOSEPH’S HOSPITAL (Phoenix) 
April Staff Meeting 

The regular monthly meting of the staff of St. 
Joseph’s Hospital, Phoenix, Ariz., was held Monday 
evening, April 15, with thirty-one members pres- 
ent. 

Minutes of the last meeting and the Monthly 
Analysis of Hospital Service were read by Dr. 
Rany, acting secretary, also the roll of honor of 
members having completed records. 

The program arranged by Dr. Brockway, of the 
Executive Committee, was as follows: 

Four cases of lumbar spinal anesthesia, by Dr. 
E. Payne Palmer. Discussed by Dr. Raney. (Case 
reports and discussions published elsewhere in this 
journal.) 

Three cases of gunshot wounds of abdomen, dis- 
cussed by Dr. Norman Ross. Two of these patients 
died and one recovered. 

Malaria Treatment of Tabes, discussed by Dr. 
George Shields, with three case records. (Published 
elsewhere. ) 


DR. FRANK J. MILLOY discussed Case No. 
15615, patient dying with diagnosis of meningo- 
myelitis, luetic. 


F. L. N., male, age 37, first examined in January 
this year. Complained of nervousness and a pain 
in left upper chest which followed around the re- 
gion of fourth intercostal space. Patient complain- 
ed continuously of pain in this region. Complete 
examination revealed no tenderness over the nerve 
trunks in the area. Blood test and urinalysis nega- 
tive. Wassermann negative. Markedly enlarged, 
buried infected tonsils and a chronic appendix filled 
with concretions. Patient had no digestive dis- 
turbance and no attention was paid to the latter 
finding. 

Tonsils were removed Jan. 29 in hospital. Patient 
made a good recovery from operation and returned 
home following day, but was re-admitted to the 
hospital on Feb. 4, complaining intensely of pain 
in right side of chest. A provisional diagnosis was 
made at this time of early spinal arthritis but x-ray 
of spine was negative. Patient’s previous history 
disclosed that he has been a very nervous type of 
person all his life. Had a nervous breakdown at 
age of eighteen during last year at college. A di- 
agnosis at that time of incipient tuberculosis was 
made. X-ray of chest now is negative. Has been 
under great mental strain during past year with 
serious illness in other members of his family. Has 
suffered from insomnia during past year. This pain 
in chest has been present since October. His wife 
alive and well at the present time and has two 
normal, healthy children. Father gave a similar 
history of nervousness and finally died undiagnos- 
ed. Patient had periods of slight recovery and 
spells during which pain was most intense. On 
February 20, spinal puncture was done; report 
showed negative Wassermann, cell count of one, 
marked increase in protein and gold curve of 0-0-o- 
o-1-2-2-2-1. Dr. Kingsley examined patient thor- 
oughly on: the 16th and reported no pathtological 
reflexes. His diagnosis was peripheral neuritis 
and probably herpes zoster. There was a slight 
eruption around the body just below region where 
patient complained of pain. With this finding in 
the spinal fluid, luetic treatment was begun. Three 
daily injectins of mercury were given; pain com- 
pletely subsided. On the following day patient was 
unable to use left leg. Examination showed flaccid 
paralysis. This paralysis spread to the right side 
and in about three days time he was completely 
paralyzed below the region of sixth dorsal verte- 
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bra. Had acute retention of urine. One week from 
time paralysis began patient had complete loss of 
sensory sensation below this area with exception of 
temperature and antileutic treatment was pushed 
during these days. Patient was examined again by 
Drs. Kingsley and Greer and Marcus, of Los 
Angeles, all of whom concurred in diagnosis of lues 
of spinal cord. The diagnosis was meningo-myelitis. 
Patient developed massive hyperstatic pneumonia, 
temperature 105. This subsided slightly for a time 
only to be followed by relapses. Finally patient 
was turned on abdomen and before he died both 
lungs were absolutely clear. The acute retention 
of urine ceased about one week after it began and 
patient voided involuntarily for several days after 
onset of pneumonia. There was a large amount of 
blood passed in the urine. Bleeding subsided after 
administration of thromboplastin. Patient had a 
large bed sore on coccyx, which began to heal as 
soon as he was turned on abdomen. Patient made 
a good recovery from pneumonia, which was fol- 
lowed by spells of profuse diaphoresis. Mental con- 
dition became rather confused and he died very 
suddenly the 30th of March. 

Autopsy was refused but the undertaker reported 
that it was absolutely impossible to embalm pa- 
tient as the fluid could not be introduced into the 
vessels. 

Final Diagnosis: Leutic meningo myelitis. 

DUDLEY FOURNIER, Sec’y. 





MARICOPA COUNTY (Ariz.) MEDICAL 
SOCIETY 


The Maricopa County Medical Cociety met in 
regular session Monday evening, April 8, 1929, the 
meeting having been postponed one week. Those 
present were: Drs. Bailey, Drane, Franklin, E. P. 
Palmer, Rainey, Clohessy, Donaldson, Holmes, Felch, 
Greer, Schwartz, F. M. Brown, Jordan, Smith, 
Fattebert, Yandell, Armbruster, Stroud, McIntyre, 
Wilkinson, Shelley, Milloy, Woodman, Phillips, Mc- 
Call and O. H. Brown. 

The minutes of the last meeting were read and 
approved. A letter from the U. S. Employment 
Service was read. The letter was to request the 
physicians, surgeons and dentists of the city to pe 
tition Mr. Johnson and asociates, in building the 
Medical Building, to use home labor as long as the 
supply exceeds the demand, and that the employ: 
ment be through the U. S. Employment Service, 
where the men do no thave to pay for their job. 

On motion of Dr. Wilkinson, seconded by Dr. 
Drane, it was unanimously carried that we sign 
the petitoin enclosed. After the motion was passed, 
there was a general informal discussion in which 
several expressed the view that the petition might 
be in a form which would lay us open to criticism. 

It was moved by Dr. Franklin and seconded by 
Dr. Yandell that the last motion be reconsidered. 
Dr. Wilkinson and Dr. Drane withdrew the orginal 
motion. 

Dr. Franklin moved that the chair appoint a 
committee to redraft the petition or to draw a reso- 
lution after thorough investigation and to submit 
a report two weeks hence. Seconded by Dr. Holmes, 
and carried with no dissenting votes. The chair ap- 
ponited: Drs. Stroud, McIntyre and Brown. 

The 


question of reducing the number of our 
monthly meetings was laid over until the next 
meeting. 


The scientific program on “Clinical Problems of 
Asthma,” consisting of a discussion of the lectures 
given March 27th by Drs. Hazelton, LaForge and 
Myers was started at 8:50. 





276 SOUTHWESTERN MEDICINE 





Dr. Franklin spoke from the general practition- 
er’s standpoint as follows: 

“The methtod of treatment of asthma as set forth 
in the last meeting by the visiting doctors, while ee 
not being altogether a new idea—having been ad- y N E R ie I S M 
vanced by our own Dr. Brown some years ago—- 


has probably been carried forward by them to a 





greater degree than by any others. I am _ inclined ° eye 

to think that the doctors are a bit over enthusiastic 1s utilized to secure 
at this time. There is, no doubt, a lot of merit in 

what they say and I am glad to know that some- the summation of the 


one is approaching the subject of asthma from this 


angle, as we all know the fromer methods have not e 
been as satisfactory as we would like. I am at- desirable effects of 
tempting to treat some of my cases in cooperation 
with oto-laryngologists but, as yet, I have nothing 99 
rage several drugs 
“I should like to have heard the doctors express 
more fully their methods regarding the treatment 
of asthma of the purely seasonal type. From their . . « SOLLMAN 
discussion along that line I do not think they have 
had the experience with seasonal or hay-fever asth- 
ma that we have in this locality. Naturally they av e 
would not see the severe and obstinate bermuda Magnesia Mineral Gil e») 
cases that we see here. I understood Dr. Hazeltine HALEY 
to say that the argyrol packs are contra-indicated 
in hay-fever. Later he stated that these treatments Accepted for N. N. R. of the 


would eliminate the asthma, even of a _ seasonal 
type, but the hay-fever must be treated as usual. 
I do not see what advantage it would be in clearing 
up the asthma, if the hay-fever must still be treat- 
ed by the polens, which would and does control the 
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formerly Haley’s M-O Magnesia Oil 


seasonal asthma. I might suggest that this type . . u 
should be treated previously to the pollen season by sa uniform, permanent, un 
the packs, if the trouble is found in the nasal re- flavored emulsion of Milk of 
gion. However, I should like to hear Dr. Brown or : : : 
Dr. Phillips discuss this phase. I should also like Magnesia and Mineral Oil, 
to know what success has been met by any of the which exerts LUBRICANT, 
Se | | LAXATIVE and ANTACID 
Dr. Milloy spoke from the standpoint of the in- ‘ 3 
ternist: He has been thinking, during the last ten action. 


days, of the discussion by our visitors and would 
like now to ask them a number of questions. He 
always looks for nasal infection but does not find 
it often enough to be sure of getting results in 
many cases. He has not seen removal of other 
foci of infection do a great deal of good in any 
number of cases. Sometimes there is temporary 
improvement, due, perhaps, to the anesthetic. He 
thinks that the speakers overemphasized the occur- 
rence of ethmoiditis and the benefits from treat- 
ment of it. He has seen many cases of asthma 
who have had extensive nasal treatment and even 
radical operations and yet continue to have asth- 
ma. He reported one case who had asthma follow- 
ing “flu” six to eight years ago. She has had 
a great deal of asthma practically every day since. 
Following the “flu” this year she became asthma 


Adapted for 
use in Intestinal 
Stasis, Autoin- 
toxication, Ob- 
stipation, Colitis, 
Hemorrhoids, 
Pre- or Post-Op- 
eration, Preg- 
nancy, Mater- 
nity, Infancy, 
Childhood, Old 








free. He thinks she must have developed the nec- Age. As an ant- 
sary immunity to her nifection to cure her asthma. FORMULA: g d th 

Dr. Drane said he believes that asthma in chil Roctiemateen aci mow 
dren is inherited. He would like to see the pro- Petrolat. Lig. (U.8.P) 31, Wash. 


gram recommended by our visitors given a thor- 
ough trial. The views they advanced are logical to 
a considerable extent. The rhinologists should be 
called in more often than they are. He has used 
alkalis in asthma a great deal in the past fifteen 


Generous sample and literature on request 


Watch the mail for wall chart, ‘“‘Eulogy of 


years, to much advantage. the Doctor’’ 
Dr. Reese’s discussion from a rhinologist’s stand- 
point was read by the secretary, as follows: The 
“When three good men and true, travel about HALEY M-0 COMPANY, Inc. 


the country preaching the guspel without any spe- 
cific remuneration, this gospel is worthy of con- 
sideration. One of the weaknesses of humanity— 
and, espcially, of the medical profession—is over- 
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Now a 
cardiac clinic can 
be as 
convenient as 
your phonograph 











W ith the Gamble-Cabot Cardiac Diagnoses Phonograph Records you can 


listen to indications of Cardiac Disorders without resorting to a clinic 








ITH these phonograph records you 

can listen to the heart action of a case 
of Mitral Stenosis ...or to the telltale 
sounds of a case of Rheumatic Heart... 
and you hear these indications as graphic- 
ally, as clearly, as though the patient were 
before you with your stethoscope on his 
chest. 

And as you hear these records you read 
the diagnosis of each case... you get the 
advantages of a clinic without the incon- 
venience. 

The diagnoses and descriptions are by 
Richard C. Cabot, M. D., Professor of 
Clinical Medicine, Harvard University. 
The recordings are the joint contribution 
of Dr. Cabot; Dr. Clarence J. Gamble 
(School of Medicine, University of Penn- 
sylvania); the Bell Laboratories, Inc., and 
the Columbia Phonograph Co. 











Records, for which I enclose $15.00. 


Name 


——— THIS COUPON IS FOR YOUR CONVENIENCE IN ORDERING 

GAMBLE-CABOT HEART BEAT PHONOGRAPH RECORD DeprT., S-1 
Columbia Phonograph Co., 1819 Broadway, New York City 

Gentlemen: Send me, parcel post, prepaid, the set of nine Gamble-Cabot Cardiac Diagnoses 


Each of the collaborating individuals and 
companies has worked without profit, in 
the belief that these records will prove of 
immeasurable value to instructors and 
practising physicians alike in the deter- 
mination of cardiac diseases. 

The set consists of nine records. Each 
record carries, in printed form on the back, 
Dr. Cabot’s diagnosis of particular cases. 
And each record is recorded the new way, 
electrically—by the Columbia “New Pro- 
cess” method. Thus foreign sounds are 
eliminated, and the listener is enabled to 
hear the faintest heart sound without dis- 


tortion. 
* » » 
THE SET COMPLETE 
One nine-pocket album Nine single 10-inch records 
One stethoscope with special reproducer One compression device 
One hundred fibre needles One descriptive folder 


PRICE $15 


Delivered anywhere in the U.S, A.) 








Street. 
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enthusiasm. These gentlemen, probably, believe all 
that they have told us. As a rhinologist, I shall de- 
vote my remarks to one phase of this subject; 
namely, the nose. I -have long been convinced that 
within the nasal cavity, and especially in the eth- 
moid and sphenoid regions, we find the etiological 
factors for a majority of the cases of bronchial 
asthma. When it comes to the question of thé cure 
by surgical or non-surgical interference with the 
nose, we are facing a difficult proposition. 


“In a paper published a few years ago, I called 
attention to the importance of false points of con- 
tact between the septum and lateral wall of the 
nose, the middle turbinate being a very important 
factor, and I can point with a certain amount of 
pride to the remarkable and, so far as I know, per- 
manent, relief by the eradication of these points of 
contact. I have been wondering if it is not just 
this that these gentlemen have been doing by the 
use of the Dowling tampon as much as the clear- 
ing up of infection. ; 

I question whether the Dowling. tampon is a 
stranger to any rhinologist in Phoenix. I used it 
long before I was aware that it was a Dowling 
method of treatment. I have discontinued its use 
to a great extent; and, in spite of statements made 
by these distinguished gentlemen, these reasons 
still hold, and are as follows: (1) The patients do 
not like it; they object to it and it is painful. (2) 
In fully fifty per cent of the cases, owing to path- 
ology of the nose, it is impossible to properly place 
a Dowling tampon. (3) A great deal of time is 
consumed. (4) I believe I can obtain the same re- 
sults by other methods. What we desire is to bring 
argyrol into contact with the proper areas in the 
nose. I combine argyrol with glycerin to increase 
the hydroscopic action. In cases in which the Dowl- 
ing tampon can be readily placed, the same result 
can be obtained by the use of the spray. In other 
cases, the alternating suction and air displacement, 
as practiced by Proetz for sinus filling, will get 
results. I do not believe in a germicidal action of 
argyrol. I believe that it acts as a hydroscopic 
found four diseased teeth. These have been extract- 
agent. When the cotton is found free of argyrol, 
after being in the nose for an hour, it is due, not 
the absorption of the argyrol into the tissues, but 
because the mechanical irritation caused by the 
tampon (a foreign body) has produced such a stim- 
ulation of the mucous glands that the cotton has 
become washed clean of its argyrol. 

“To all those who expect to get 100 per cent 
cures or alleviation in their asthma cases by the 
use of the Dowling tampon, I will say, they will 
meet with considerable disappointment. I am _ be- 
coming more conservative every year on the ques- 
tion of sinus surgery. I have seen asthma cases 
which were caused by sinus surgery. At least two 
cases which I have seen, were evidently caused by 
post-operative adhesions. The Dowling pack is far 
from being a. panacea in the treatment of asthma 
but it is a valuable adjunct in the limited number 
of cases in which it can be properly used.” 

Dr. Schwartz said he belieevs that nasal path- 
ology of all types may be of importance and 
should be looked for in all cases. He doubts that 
the surgeon has anything to do in the treatment of 
asthma. They have used argyrol packs in the nos2 
for a long time. He is doubtful if the results are 
much good. He thinks that the adenoids and tonsils 
should be removed. 

Dr. Holmes, from the standpoint of the lung 
physician, said he had not been treating asthma, 
as he did not regard asthma as a lung disease. 
He thinks it is important that we follow the pro- 
gram carefully, if we are to try it out at all. in 
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the cases in which he has tried the method, it nas 
been difficuit to get the case to receive sufficient- 
ly frequent nasal treatments. He thinks the meth- 
od offers some hope for the patients. He hopes to 
make a trial of the procedure. He is trying to 
make nasal applications himself and finds it diffi- 
cult and thinks the rhinologist should be called in- 
to the case. 

Dr. Phillips spoke from the standpoint of an al- 
lergist: 

“I am supposed to discuss the work of Drs. 
Hazeltine, LaForge and Myers on asthma, from the 
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Dental Films. 


Fast or slow emulsions. 
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standpoint of the allergist. But what is an allerg- 
ist? 

“I should consider him to be a physician, usuaily 
an internist, who has familiarized himself with 
the phenomena of allergy, or atopy, as many pre- 
fer to call it, and who makes use of this knowledge 
in his work. I gather that our distinguished guests 
would define an allergist as one who knows and 
has used the allergic therapy—in the words of Dr. 
LaForge, ‘this fool allergy’—and not much else. 
They have made an allergist and stuffed him with 
straw. The weakest point of their presentation is 
found in the violence of their attack on the really 
useful work of the students of allergic disease. 


“When the earlier writers, notably Chandler 
Walker, began to tell what they were learning of 
hypersensitiveness and its clinical applications, they 
made the not uncommon mistake of claiming too 
much; they wanted their work to cover the whole 
great field of asthma. Though Walker early recog- 
nized that infection plays a prominent part in many 
asthmatic cases and found that about fifty per 
cent of asthmatics reacted significantly to none of 
his extracts, he thought that the bronchial spasm 
of these non-reactors was caused by hypersensitive- 
ness, to bacteria or their derivatives. This view was 
long since shown to be erroneous. Most of those 
who deal with asthma have, for many years, been 
governed by the belief that that disease falls into 
two large groups. The first is the strictly allergic 
type, characterized by sharp paroxysms of limited 
duration with a free interval between the attacks. 
In this group, careful search usually reveais the 
cause, and removal of that cause, or desensitization 
to the specific substance, puts an end to the par- 
oxysms. 

“The second sort of asthma, which many prefer 
to designate as asthmatic bronchitis, is likely to 
begin very gradually with catarrhal symptoms; 
wheezing develops later, with periodic exacerbations 
usuaily coming on at night. A productive cough, 
occasional fever, and demonstrable changes in and 
about the bronchi, are present. Patients with this 
type of disease do not, as a rule, react to any al- 
lergens, either inhaled or ingested. A certain num- 
ber have such reactions but are not helped by the 
appropriate treatment. These are the ones whose 
earlier allergic asthma was not controlled; infec- 
tion occurred in the congested tissues and, in time, 
it dominated the picture. 

“The strictly allergic cases are simply and satis- 
factorily relieved by the recognized procedures of 
desensitization or by being protected from the of- 
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fending substance. While some, notably the pollen 
asthmatics, require treatment each year, the sum 
total of their treatment is less than the elaborate 
program outlined by Dr. LaForge. Presumably, 
such persons, if they have been in good hands, are 
not_often encountered in the clinical material with 
which Hazeltine and LaForge have worked. 

“But the other fifty per cent of asthmatics, the 
chronic sufferers with so-called asthmatic bron- 
chitis, have indeed a gloomy outlook. Most allerg- 
ists recognize them at once. As a rule their dis- 
ease is of rather long standing; oftener than not 
it had its beginning after the age of forty. Many, 
when they come to us, have been badly mutilated 
by destructive nasal surgery. Such cases are not 
usually put through the routine tests for sensitiza- 
tion by those who are really conversant with this 
work, and I might add that their advent in the of- 
fice of an allergist is not an occasion for rejoic- 
ing. 

“The program outlined by Hazeltine, LaForge and 
Myers contains much that is not new. For exam- 
ple, the Loomises, father and son, used mild cathar- 
sis and mineral acids in the treatment of asthma. 
Operations—too many operations—on foci of in- 
fection have been performed for the relief of asth- 
ma, usually in vain. Rhinologists, notably Sluder, 
for many years have been busy about the ethmoid 
region in the attempt to relieve bronchial spasm. 
But the combination of expert conservative nasal 
treatment with the thorough-going care of an in- 
ternist whose special objective is the promotion of 
elimination and the removal of toxic foci, seems to 
have originated with Hazeltine, La Forge and My- 
ers. It is good work; they deserve full credit for it. 
It is rational; it is not destructive; its general cf- 
fect must be for good even if it should fail to help 
the asthma. Obviously, it requires a well-trained 
medical team, good equipment, and a patient who 
has both time and money. Given these requisites, 
I think it should have a fair trial in cases of asth- 
matic bronchitis, that is, perennial asthma accom- 
panied by nasal and bronchial infection. I see no 
reason for employing it in the true allergic asthma, 
traceable to pollens, dusts, or (in children) to 
foods. In this group good results are to be had py 
simpler means. 

“An anesthetic will sometimes check or greatly 
reduce asthma paroxysms. High fever will do the 
same. Foreign protein producing fever may stop 
asthma. The attacks ,however, always come back 
after any of the procedures.” 

Dr. Greer, from the standpoint of a surgeon, said 
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Kansas City Annual Fall Clinical Conference of the 
Kansas City Southwest Clinical Society 
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he scarcely knew what to say. Focal infections may 
be of importance. He reported one asthmatic who 
had a broken leg; following this he was asthma 
free. Another case of osteomyelitis was cleared up 
and the asthma also disappeared. Another case had 
frequent injections of his own blood and his asth- 
ma gradually became less. 

General discussion: 

Dr. Yandell said that these men made the state- 
ment, which is true, that many asthmatics do not 
have nasal pathology. He believes it is impossible 
to eradicate all the ethmoid cells. He said Dr. My- 
ers ha said that the ethmoid cells should be aerat- 
ed and the patient should be detoxicated. These 
are true statements. He reported a few cases in 
which the nasal treatment relieved the asthmatics. 
Allergy is important. Tamponing the nose of asth- 
matics for hay-fever is apt to make their condi- 
tion worse. He thinks the procedure recommended 
should be carefully followed out. 

Dr. Wilkinson said the dry pack, elimination, the 
ultra violet ray, etc., are all important in treating 
asthma cases. 

Dr. Woodman said he has a case now who has 
had every type of treatment, test and operation and 
he has had asthma steadily for two years. He 
ed; yet the asthma continues. 

Dr. Milloy said he himself has ethmoiditis with 
headaches. He has used the argyrol sticks for 
years and yet he has not had much relief. Since 
the last meeting, he has had the Dowling packs 
with decided relief and freedom from headache. 
The secretion, for hours after a pack, is argyrol 
stained, showing that argyrol is absorbed into the 
ethmoids. 

The meeting adjourned at 9:50. 

ORVILLE HARRY BROWN, 
Acting Secretary. 





PRESENT VIEWS ON ASTHMA 


By ORVILLE HARRY BROWN, M.D., Ph. D. 
Phoenix, Ariz. 

(This discussion was given at the request of Drs. Hazeltine, 
LaForge and Myers after they had presented their methods of 
treating asthma by thorough removal of foci of infection and 
stimulation of elimination in the patient through all avenues. 

I cannot altogether agree with the distinguishcd 
guests in certain of their opinions; but they have 
given us an extremely valuable contribution. They 
take the viewpoint regarding infection that I took 
thirteen years ago. I am not certain now that I 
was not right. 

Before we knew much of the phenomena of sensi- 
tization we had to attribute all inflammation to in- 
fection. Having found inflammation in a case, We 
feltsure we must look for the primary foci of the 
infection and remove them. Of late the pendulum 
of sensitization or allergy has swung from a posi- 
tion of scientific curiosity to one of what has seem- 
ed to be extreme practicability. We have probably 
gone to the extreme on the subject of sensitization. 
That we can ignore it entirely, as these men have 
so positively told us, seems too good to be true. I 
feel a bits keptical and must be shown. But let 
me first, before discussing my ideas on infection, 
immunity and sensitization, deal more at length 
with certain fundamentals of asthma. 

Asthma has one characteristic feature which dis- 
tinguishes it and sets it off definitely from all other 
types of dyspnea. Asthma is an expiratory dysp- 
nea. The term asthma should be applied only to 
expiratory dyspnea or to that condition which is 
likely to grow into expiratory dyspnea. Other types 
of dyspnea, however, may pass into asthmatic 
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dyspnea, as will be explained later. Any theory ‘to 
explain asthma must explain expiratory dyspnea. 
I maintain that bronchial muscle spasm, vagotonia, 
etc., all fail utterly when put to the test of expiain- 
ing expiratory dyspnea. 

There is an asthmatic reflex, as the speakers 
have said. I have not been able to convince myseif 
that this regularly produces constriction of the 
bronchial muscle, notwithstanding that there have 
been reports that the bronchial muscle, in asth- 
matics who have come to autopsy, has been found 
hypertrophied. In the first place, I have never 
listened to a case of asthma in which the rales were 
of the very fine type, which would be necessary to 
come from a constriction of the bronchioles, where- 
in lies the greatest amount of the bronchial muscle 
tissue. I had one patient who had what was termed 
by me and others as bronchiolitis. He had extreme- 
ly fine sonorous rales throughout one chest. The 
dyspnea, however, was inspiratory as well as ex- 
piratory. The spasm of bronchial muscle must pro- 
duce inspiratory, as well as expiratory, dyspnea; 
therefore, there must be some other explanation 
for the characteristic feature of asthma; until we 
understand this, we cannot understand asthma. 

The asthma reflex is the cough and sneeze, and 
therefore, a forceful exhalation reflex or, as I 
have termed it, in order to emphasize the passive 
feature of normal expiratoin, it is the non-passive 
expiration reflex. Nature has wisely provided that 
expiration shall be purely passive. The large 
amount of air which has to leave thtrough one 
small bronchiole may be compared to an auditorium 
full of persons who have to pass out through one 
exit. If the crowd is orderly and passes out rea- 
sonably slowly, the exilts are not jammed and ne 
harm results. But in case of fire or other fright. 
there is undue haste in getting out and many will 
be injured or killed and much property damaged 
In like manner, if a person has persistent forceful 
exhalations for a prolonged period, there will be 
much jamming of the airways, and greater or less 
harm to the pulmonary and bronchial structures is 
apt to result. 

To explain this by physiology: During inspira- 
tion, the intra-alveolar air tension is less than 15 
pounds to the square inch. During exhalation, it is 
greater than 15 pounds to square inch. During 
forceful exhalation it is greater than during pas- 
sive exhalation. We inspire and expire into and out 
cf the chest, not only air, but blood and lymph. 
The circulation of the blood. especially the 
venous circulation, is much augmented by the 
respiratory movements. To prove to you that 
forceful exhalation has a very positive effect 
upon circulation I ask you to observe the redness 
of a patient’s face and the dilation of his neck 
veins when he is in violent fits of coughing. Or 
again, the next patient, who is a bit asthmatic but 
not in a paroxysm, have exhale forcefully a num- 
ber of times and listen to the prompt development 
of typically asthmatic, sonorous, expiratory rales. 
It does not take much forceful exhaling to bring 
on a severe paroxysm of asthma when the bronchi 
are full of mucus and pus and the walls are swol- 
len. This explains the importance of the asthma 
reflex—the non-passive expiration reflex. 

The blood, during forceful exhalation, cannot go 
into the veins of the abdomen, the legs or the arms, 
because of the valves in the veins of these parts. 
The blood, however, can go to the head and to the 
neck and on the inside of the bronchi, since there 
are no valves in the head and neck veins nor in the 
bronchial veins. The atmospheric pressure upon the 
surface of the head and neck, as elsewhere on the 
body, is 15 pounds per square inch. Likewise, it is 
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15 pounds per square inch within the bronchial lu- 
men, even down to the fine tubules where there is 
absence of cartilage within the walls. Therefore, 
the blood and lymph have as much tendency to pass 
to the vessels within the bronchial walls as they 
have to pass to the vessels of the head. It is this 
filling up of the blood and lymph vessels of the 
intra-bronchial mucosa during exhalation and the 
sucking out of the blood and lymph from the mu- 
cosa during inspiration, which makes, respectively, 
for difficult exhalation and easy inhalation in the 
asthmatic attacks. It may not need to be mentioned 
that the blood and lymph vessels and spaces of the 
intra-bronchial mucosa become stretched after they 
have been long subjected to much coughing, sneez- 
ing and hard breathing. 

Theoretically, and it is of more than academic 
interest, a person who has never had asthma may 
become asthmatic with no other pathologic changes 
than those resulting from persistent forceful ex- 
halations. Practically always, however, inflammiu- 
tory or allergic swelling of the respiratory tract 
mucosa is concomitant with, and essential in, the 
cause of the non-passive expiration. The allergic 
swelling of the mucosa produces the asthmatic re- 
fiex and a flow of mucus from the mucous glands 
of the branchial muscle. Bronchial muscle spasm 
results in both inspiratory and expiratory dyspnea. 
The expiratory dyspnea produced would help furth- 
er to force blood and lymph into the vessels of the 
bronchial mucosa. Any factor which contributes to 
dyspnea will lead to asthma because it increases 
the forceful exhalation. 


The narrowing of the bronchial lumen comes, 
commonly, I think, from four conditions: allergic 
swelling of the bronchial mucosa; inflammatory 
swelling of the bronchial mucosa; the filling of the 
bronchial lumen with mucus and other detritus; and 
the engorgement of the blood and lymph vessels 
of the intra-bronchial mucosa from forceful exhala- 
tion. 


The conditions of the nose and throat and the 
presence of foreign material in the risppartory tract 
may be extremely important in so far as they con- 
tribute to the asthmatic reflex and to keeping up 
infection. 


I have long recognized the importance of infec- 
tion. Formerly I thought that it produced inflam- 
matory bronchitis as a secondary process, by direct 
extension of the infection from the nose to the 
bronchi. Then came the conception that the bac- 
terial proteins could produce an allergic swelling of 
the bronchial mucosa. More recently, I have had a 
rather different slant upon the part infection 
plays, as will be explained later. 


In regard to the relation of immunity and al- 
lergy: I believe that the allergic phenomenon is 
simply a part of the immunity process; in other 
words, allergy is a part of inflammation, or a quick 
type of inflammation. Any kind of protein may set 
up inflammation. When protein gets into the blood 
and tissues it must undergo digestion. I have ex- 
plained the processes which are known to occur by 
assuming that there are present in the blood two 
ferments for the digestion of the protein, which I 
have designated ‘P’ and ‘T’. Enzyme ‘P’ splits the 
protein to a halfway stage. One of the split prod- 
ucts is toxic to the tissues and produces allergic 
swelling and other toxic phenomena. In asthma it 
is the bronchial mucosa which is affected by the 
toxin, but any tissue may get its harmful effects. 
Enzyme ‘T’ splits the toxic molecule to simple non- 
poisonous compounds. Enzyme ‘P’ has an easy task 
and may be the same for any number of different 
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proteins, whereas ‘T’, I theorize, is specific for each 
toxin. Therefore, ‘T’ may easily get behind in the 
splitting up of toxins; this allows them to accumu- 
late in the tissues and produce allergic reactions 01 
other types of inflammation. 


A bacterial protein which gets into the tissues 
may stimulate the production of an enzyme ‘P’, it 
seems, capable of splitting other proteins thar 
those of bacteria. Last June I had the following 
experience. I have bermuda hay-fever and, when 
in Minneapolis in June, I gave myself some heavy 
doses of the pollen extract and expected to have 
relative immunity; but coming through New Mex 
ico, I was thoroughly chilled one night in my berth 
and suffered a severe cold which stayed with m« 
until my arrival home. There was no decisive in 
terval between ‘cold’ and hay-fever. I had just as 
much hay-fever as I would have expected had | 
taken no treatment while away.| Infection, I am 
led to suspect, predisposes to the development of 
sensitization phenomena and certainly sensitization 
tends to help the development of such infections as 
‘colds.’ On this basis of reasoning it is of the great- 
est importance to clear up all infections. 


Infection, however, plays a more tangible and 
perhaps equally important part. It depresses the 
digestive powers, I believe I have proven, and al- 
lows the protein which is taken into the stomach as 
food, to escape digestion and to pass into the blood 
as whole or half-digested protein. Therefore, again, 
it is important to clean up infection wherever it 
is in the body. 


Pending the time of ridding the body of infec- 
tion, much can be done for the asthma and other 
sensitization phenomena by helping digestion. | 
have done this by supplying the stomach with 
acids, or with pepsin or with pancreatin. Formerly 
I used hydrochloric acid. More recently I have used 
phosphoric acid and it seems to act just as well as, 
and is less sour than, the hydrochloric acid. At 
the present time I am trying out the use of or 
ganic acids so as not to add to the blood acidity. 
The results so far are encouraging. 


As to the proteins to which one becomes sensi- 
tized, my view is that the proteins most likely re- 
sponsible for asthma or of any of the sensitization 
phenomena, are the ones which the person contacts 
the most. 


In conclusion, it is important to clear up all the 
infected parts of the body and it is particularly im- 
portant to treat the nose and its pathology but se- 
vere sensitization should not be ignored. I do not 
believe that the sensitization tests, as yet, can be 
entirely cast into the discard. It seems to me we 
should use every available known method io diag- 
nose and properly treat asthma and yet expect to 
fail in a fair percentage of the long-standing cases. 


I am particularly glad to have so clearly demon- 
strated the method of applying the Dowling tam- 
pon. There is no question in my mind but what a 
tremendous amount of infection is chronic in the 
noses of our potients, not only in those with asth- 
ma but in those with many other chronic infections. 
I shall be certain in the future to have my asth- 
matic patients have the Dowling packs used ex- 
tensively upon them. 

I have been thoroughly convinced that it is easy 
to have too much radical surgery upon the nose 
and accessory sinuses. 

I am deeply grateful to Drs. Hazeltine, LaForge 
and Myers for their coming to us and giving this 
enthusiastic and clear presentation of their meth- 
ods of treatment. 
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GOOD SAMARITAN HOSPITAL (Phoenix) 
(Staff Meeting, February 25, 1929) 


In the absence of the Secretary, Dr. Sheiley serv- 
ed as secretary pro tem. ; 

DR. BLOOMHARDT, Chairman of the Records 
Committee ,reported upon tiie deaths for the past 
month, as follows: 

Case 4933, child, aged two, brought to the hos- 
pital in a comatose condition with a diagnosis of 
influenza, pneumonia and spinal meningitis. The 
fluid revealed Gram negative, intracellular cocci, 
characteristic of meningococci. 

Case 4803, boy, 15 years of age, became violent- 
ly ill at 4 a. m. on the date of admission, with 
high fever, projectile vomiting and convulsions. He 
had severe headache, backache and langour. Spinal 
fluid showed 1800 cells per cu. mm.—smears show- 
ed meningococci. He died at 5:20 the same evening. 
There is an excellent record of this case. 

COMMENT: As our entire meeting at St. Jos- 
eph’s in January was given over to meningitis and 
it was so thoroughly and splendidly handled at that 
time, even theugh it is the questoin foremost in all 
our minds at present, I will pass it by without fur- 
ther discussion tonight. 

Case 4849 was an ovarian adeno-carcinoma with 
anasarca. This interesting case was reported at a 
recent staff meeting. A 13 year old school girl, af- 
ter playing basketball, became sick, vomited, had 
pain and a tumor mass in the lower left abdomen. 
She had been hit in the abdomen with a basketball. 
Physical examination showed rigid lower abdomen 
with a mass. A large ovarian cyst and hematoma 
were removed, a small part unavoidably being left 
in the abdomen. Laboratory report showed a pap- 
illary adeno-carcinoma. The case report, if you wili 
remember, was thoroughly given by Dr. C. B. 
Palmer and discussed by Dr. Goodrich. About six 
weeks after her operation, the patient's abdomen 
began to swell. She complained of weakness and 
pressure in the abdomen. After x-ray treatment, 
there was relief of the pressure symptoms. Dec. 
28th, 4500 c.c. fluid were withdrawn from the ab- 
domen. Jan. 5, 1929, she was again admitted to 
the hospital and 3450 c.c. of thick bloody fluid were 
withdrawn from the abdomen. Readmitted January 
11, and died January 17, 1929. 

COMMENT: Keene, Pancoast and Pendergrass 
(J. A. M. A., Sept. 24, 1927) have reported their 
experiences with roentgen irradiation in the treal- 
ment of carcinoma of the ovary. In this group are 
included only those in whom the primary growth 
was incompletely removed by operation, and there 
were late recurrences following apparently complete 
removal or widespread carcinomatosis without re- 
moval of the primary growth. The authors have 
been impressed with the fact that it is impossible 
to predict what the effect of irradiation will be in 
any given patient. In some of the most advanced 
cases, in which there were large abdominal or pel- 
vic masses, the response has been remarkably good, 
while others, much less advanced, have not been 
affected even by enormous dosage. They believe 
that the effect of irradiation in the individual case 
will be determined by the first series of treatments. 
There may be a temporary respite from pain and 
the accumulation of ascites may be decidedly re- 
tarded, thus lengthening the intervals between para- 
centeses. Because of the results they nave obtained, 
they advise excision of the primary growth, when 
possible, even in the presence of peritoneal trans- 
plants, in the belief that, by this method, the rad- 
ical procedure with subsequent irradiation offers a 
fair prospect of temporary relief of symptoms, par- 
ticularly of pain and ascites. 
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It is curious and at the same time amusing to 
read of the cancer cures which have been present- 
ed in response to the lure of gold. Since the offer 
of two $50,000 prizes by William Lawrence Saun- 
ders, of New York, for a cure for cancer, more 
than 1,500 ways to eradicate cancer have been pro- 
posed. More than 100 writers were ready to come 
to New York to demonstrate their cures and a few 
presented themselves without waiting to be sum- 
moned. Some of them demanded their pay in ad- 
vance, while others considered that the sum of 
$100,000 was inadequate. A telegram was sent to 
Europe to restrain one person from embarking to 
New York atonce. Little real evidence was given 
to show the standing of the writers or methods 
proposed; some claimed authority because of their 
advanced age, and others by reason of inheritance. 
It was curious to see, Dr. Soper said, what confi- 
dence was placed in the beneficent gifts which na- 
ture offers to her children in the form of herbs; in 
the healing power of poisons, acids, and alkalis; in 
the beneficent qualities of such uncanny objects as 
crabs and toads and in the sting of insects and 
bites of serpents. Dr. Soper mentions many of the 
simple cures presented. They varied from egg yolk 
to warted walnuts. 

Perhaps many of you, even reading much as to 
the cause of cancer and the progress made in th: 
study, are as confused as I am as to what it all 
is about and where medicine is getting to in its 
study of this dreaded thing. Block has very admir- 
ably summed up the result of his study of the lit- 
erature in the past year and I will give it to you 
in his exact words: 

“The whole question has been thoroughly an- 
alyzed by Roussy, of Paris, who concludes that re- 
cent work tends to strengthen the proof that can- 











From Text Books of Over a Decade 
MEAD’S DEXTRI-MALTOSE 


|S pnene more than twenty years dextrin- 
maltose has been cited in text books of 
leading authors on infant feeding. During 
this a no reversal of opinion has oc- 
cured, and the opinions set out by the 
earlier writers are shared by those of today. 

This form carbohydrate in the combi- 
nation of Mead’s Dextri-Maltose is usually 
the sugar of first con- 
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diluted cow’s milk 
with carbohydrate ad- 
ditions. 

For years it has been 
indicated by physi- 
cians both for the 
routine feeding of well 
babies, and in correc- 
tive diets for the treat- 
ment of nutritional 
disturbances. 
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cer is not due to a living agent comparable to 
those responsible for the infectious disease; nor 
does it appear to be due to a cytotropic virus. 
These considerations should lead us to believe that 
cancer is not a communicable disease, and this be- 
lief should be spread among physicians and the 
public. It seems, on the other hand, that cancer 
is a disease of the cell, perhaps even of the cell 
nucleus, which results from an intrinsic physio- 
chemical disturbance, perhaps due to a chemical 
factor. This ‘cell disease’ appears to be acquired, 
since it may be produced at will in animals. Can- 
cer cannot, therefore, be regarded as an hereditary 
disease, but this deos not imply that the inheritance 
of acquired characters may not play an important 
part in cancer transmission. The work of Maude 
Slye on mice shows very well the importance of the 
factor of heredity in resistance or susceptibility to 
cancer. One thus arrives at the conception of can- 
cer as a cell disease, a special disease of which the 
primum movens is still unknown and whose biologi- 
cal and morphological characteristics appear to be 
distinctly opposite to those of inflammatory phe- 
nomena, for inflammation results from the action 
of so-called pathogenic agent which may be me- 
chanical, chemical or parasitic. The development of 
the inflammation process is liable to extreme 
variations, according to the importance of the mul- 
tiple factors which come into play, such as the na- 
ture and amount of the causative agent, its viru- 
dence, its affinity for the tissue, on the one hand, 
and the susceptibility or resistance of the soil on 
the other. Whatever may be the method of devel- 
opment, the inflammatory action and reaction per- 
sist only in the presence of the pathogenic agents 
which gave them birth. It is thus, for example, 
that nodular or ulcerous lesions of syphilitic, my- 
cotic, or dysenteric nature come to a stop and heal 
under therapeutic action which causes the causa- 
tive spirochete, fungus, or bacillus to disappear. 
Thus, the inflammatory processes stop or even 
regress as soon as the agent is removed. Cancer, 
on the contrary, appears to result from the com- 
bined action of known and unknown causes, which 
produce in the cell disturbances of growth or of 
function, resulting in a quasi-definitive fertility. 
This fertility, which is transmitted to daughter 
cells constitutes the essential characteristic of can- 
cer cells; it is found in no other morbid process. 
It matters little whether the occasional or determin- 
ing agent disappears, be it chemical, physical, or 
living; the new characteristics of the cancer cell 
will continue to follow the established rhythm. The 
study of the latent phase of coal-tar cancer in ani- 
mals is a good illustration of this fact. Thus, the 
two great morbid phenomena which attack the or- 
ganism—inflammation and cancer—appear to us 
today, from the biological point of view, distinctly 
different one from the other. And perhaps it is 
ecause we have mistakenly tried to bring them to- 
vether that the majority of investigations on the 
“rigin of cancer have, up to the present time, re- 
sulted only in failure.” 


Case 4791 had influenza and lobar pneumonia. A 
very good record and an autopsy, the findings of 
which were chronic diffuse nephritis and lobar 
pneumonia. Influenza with secondary pneumonia 
was very thoroughly discussed at the last staff 
~eeting of this hospital. 


Case 4925: Cholecystitis, male, aged 63; old gall- 
hladder history for years. Physical examination re- 
veals juandiced patient. Rales were heard over the 
chest—more marked in apices. Tenderness was 
over entire abdomen—distention and great pain 
upon palpation; temperature, 97; pulse, 120; respira- 
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tion, 28. Taken to surgery and under novocain the 
gall-bladder was opened, explored and drained. He 
died on the fourth day. 


Case 4937 was hydrophobia. He was seen by a 
doctor only three days before death. At that time, 
patient was unable to swallow water. Patient owns 
a dog ranch and was often bitten, but never took 
prophylactic treatment and never watched the dogs. 
An unusual case—well written up. 


Case 4991 was a self-inflicted knife-stab wound 
of abdomen and lacerated neck. An aged male of 
81 years, suffering from high blood pressure, arteri- 
osclerosis, angina pectoris and a broken heart since 
the death of his aged wife a short time since. About 
two months ago was found trying to hang himself. 
This time he slashed his throat and stabbed himself 
in the abdomen. Was in severe shock. An attempt 
was made to repair his wounds, but nature was al- 
lied with him and he died on the table. An excel- 
lent history. 


Case 4797 had asthma, chronic myocarditis. Male, 
aged 70. History of asthma for past 10 years. Had 
been studied thoroughly by the best asthma men in 
America; no causative factor could be found. This 
present attack, of two weeks’ duration, was con- 
trolled only by morphine. Died third day after ad- 
mittance to hospital. A good history and brief but 
fair physical examination. 


Case 4743 had inoperable carcinoma of rectum; 
operated upon a year ago; inoperable carcinoma 
was found in pelvis—colostomy was done. He had 
a slow and horrible living death during the past 
year. 


Cases 4630 and 4848 both had tuberculosis of 
lungs—far advanced. Both histories, from hospital, 
record and statistical standpoint, were excellent. 


Case 4848 was a male, aged 58. At age of 42 he 
was ill for months with lung condition; it cleared 
up. He went to live on the desert and was under 
care of “christian science” practitioner; condition 
from that time grew worse. The history states he 
nas never had any definite treatment for tuberculo- 
sis. 

Case 4630 was a female aged 24. Several mem- 
bers of family were tuberculous and she was heav- 
ily exposed in youth. Early health good until preg- 
nancy, four years ago. Left lung involved in prac- 
tically all portions with multiple cavities and heavy 
infiltration. Right side had fairly extensive paren- 
chymatous infiltration at apex down to first inter- 
space. Left pneumothorax was induced and the 
patient made a marked improvement for a time. 
During late summer of 1927, her disease again be- 
came progressive with a rapid extension in the 
right lung and the formation of fluid on the pneu- 
mothorax side. She grew progressively worse until 
death. 


Case 5005 was chronic pulmonary tuberculosis. 
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He was a male, gassed in France in 1918; he con- 
tracted double pneumonia which later developed in- 
to tuberculosis. He was under the care of the Vet- 
erans’ Bureau. Physical examination shows both 
lungs involved with marked cavitation. The day 
prior to his death he had a severe hemorrhage. 


COMMENT: In regard to the relation of war 
gas and pulmonary tuberculosis: The consensus of 
opinion expressed in the literature is that the in- 
halation of these gases in no way increased the in- 
cidence of tuberculosis. There has been so mucn 
exception taken to these statements that Koontz 
made a large series of experimental studies. He 
states that his experiments demonstrate clearly 
that rabbits gassed with mustard and Lewisite gas 
are not more susceptible to tuberculosis than are 
control animals. Furthermore, the gassing of ani- 
mals that already had well developed tuberculosis 
did not appreciably accelerate the tunberculous pro- 
cesses. Landis definitely states: “All the evidence 
now before us points clearly to the fact that, when 
tuberculosis has developed in an individual who has 
been gassed, the gassing has nothing to do with 
the infection, either as an exciter or predisposing 
cause.” 


Case 2630 had pneumothorax done. Especially to 
Llangmann of Scandinavia and Matson and his as- 
sociates in this country are we indebted for evi- 
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dence sufficient to establish the value of this pro- 
cedure. From their reports, it was first possible to 
compare the results in a large series of cases treat- 
ed by this method with the results in cases not so 
treated but otherwise similar, and to apprecaite 
that there is a distinct advantage to be gained by 


its use. Of 1,004 cases in Matson’s most recent 
series treated by pneumothorax from 1922 to 1926, 
32 per cent were clinically well, 20 per cent ar- 
rested, 16 per cent unimproved and 32 per cent 
died; in cases selected for pneumothorax, where 
pleuritic adhesions prevented the introduction of 
gas, only seven per cent made a clinical recovery 
as a result of sanitarium care alone and 55 per 
cent are dead. Nearly all were severe forms of 
tuberculosis (84 per cent stage three and 16 per 
cent stage two) and were subjected to artificial 
pneumothorax after failure of other methods. Other 
statistics dealing with large series of cases attest 
the value of this method. Of 570 cases of fibro- 
caseous tuberculosis in Navuau’s study of rest 
cases, 31 per cent were clinically cured, 17.5 per 
cent improved, 17.5 per cent stationary and 34 per 
cent unimproved or dead. 


The remainder of the program was as follows: 
Acute peritonitis, following infection of uterine 
tract with influenza and lobar pneumonia, by Dr. 
R. J. Stroud. Discussion was by Dr. A. J. Mec- 
Intyre and Dr. W. O. Sweek. 


Pneumococcic peritonitis was discussed by Dr. 
Sweek. 


Adjourned. 


A. A. SHELLEY, 
Acting Secretary. 
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FIRST AID FOR DOCTORS 


One careful look at the advertising pages of your State Journal shows there 
are a dozen or more “first aids” for physicians to be had for the asking. A late 
issue contained, among others, these advertisements with coupons for free sam- 


Merck & Co., Rahway, N. J., and the Nonspi Company, Kansas City, Mo. 


Just listen to what these advertisers offer: — 

Merck and Company, Inc.: “Literature free on request.” 

Taylor Instrument Companies: “Send for Blood Pressure Manual.” 
Squibb and Sons: “Write for full information.” 

Horlick’s Malted Milk Corporation: “Samples prepaid on request.” 

Dr. Katherine L. Storm: “Ask for 36-page folder.” 

Maltbie Chemical Company: “Samples of tablets on request.” 

Mead Johnson and Company: “Samples and literature on request.” 
Abbott Laboratories: “For quality and service specify Abbott.” 

Frank A. Betz Company: “Betz Company catalog free upon request.” 
Knox Gelatine Laboratories: “Reports and Diet Recipes upon request.” 


Doctor, here is a wealth of material for use in your own office and practice. 
The “literature” is among the best to be had; full of the latest reliable informa- 
tion. Manufacturers spend a mint of money to give away valuable samples to 


Our plea is that you send for them. They will be valuable to you, and the 
request will be appreciated by your Journal and by the manufacturers. 
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The Value of 
Colloidal Silver 


From the ancient days of the Arabian physicians, Geba 
and Avicenna, has come the use of silver as a therapeutic 
agent. Its modern exhibition is in the form of NEO- 
SILVOL, a compound of silver iodide with a soluble 
gelatin base, which is therapeutically effective without 
causing irritation, and which leaves no dark tell-tale 
stains. 
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Neo-Silvol Contains 20% Silver lodide 
in Colloidal Form 


Note these facts: Neo-Silvol is fatal to the gonococcus, 
streptococci, staphylococci, pneumococci, and Micro- 
coccus catarrhalis. Against streptococci and staphylococci 
it is as actively germicidal as pure phenol—and applicable 
in much more concentrated solution. Against the gono- 
coccus it is 20 times as active as pure phenol. Yet Neo-Silvol 
does not precipitate tissue chlorides, nor does it coag- 
ulate cellular albumin; weak acids or alkalis or dilute 
alcohol do not precipitate it. 
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Neo-Silvol should be at hand for use in treating infec- 
tious inflammation of any mucous membrane—in eye, 
ear, nose, throat, urethra, or bladder. 
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HOW SUPPLIED 


In 1-oz. and 4-oz. bottles of the granules—In 6-grain capsules, bottles of 
50, —— for making solutions— As a 5 % ointment in 1-drachm tubes. 
—In the form of Vaginal Suppositories, 5%, boxes of 12. 
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Shall we send you a sample of the capsules? 


PARKE, DAVIS « COMPANY 
DETROIT, MICHIGAN 





